letely filled in by the funeral 
pers. Pages 1 and 2 sho 
2 hours after death. 


Then please remove ca 


The law requires that the death certificate be executed within 24 hours after 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any evel 


death. Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and compl 


director, page 3 should be detached for use as the burial-transit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


VR AIS (4) 
20M S-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


19570 CERTIFICATE OF DEATH 13552 


1. PLACE OF DEATH Pr 2, USUAL RESIDENCE (Where deceesad livad, If institution: Residence before edmission) 


@. COUNTY @, STATE b, COUNTY 
Carroll _ MARYLAND Maryland Carroll 
b, CITY OR TOWN (if outside corporete limits, "| c, LENGTH OF STAYIN Ib || c. CITY OR TOWN (if outside corporete limits, writa RURAL end give nearest town) 
write RURAL end giva naerast town) 

Rural Sykesville 1 Year Rural Sykesville x 2 

d. NAME OF HOSPITAL OR INSTITUTION (if nol in hospital, give streat eddrass) d, STREET ADDRESS 7 = «IS RESIDENCE 

ON A FARM: 

___Liverty Rd. ‘ Liberty Road __| ves nog] 
| 3. NAME OF First Middle 4, | DATE ~ Month Day” reer 

DECEASED 

idee eresiotLae Winfield George Beck DEATH Aug. _ 6, 19 64 
S. SEX 6. COLOR OR RACE! 7, MARRIED [_] NEVER MARRIED [_] | 8 DATE OF BIRTH 9. AGE (In yaars [JF UNDER T YEAR| IF UNDER 24 HRS. 

lest bithday) Merve] Days | Hours | Min. 
Male White wow] pivorcp¥] | May 29, 1906 yes, 
10a. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR paae ay BIRTHPLACE (County & Steta, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
dona during most of working life, even if retirad) 
Salesman _Insurance _ New York _ USA 
13, FATHER’S NAME | 14, MOTHER'S MAIDEN NAME 
Winfield Beck | Catherine Stubrach = 

15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 


(Yes, no, of unkown) | (Ifyetgive wer ordatesofservice) 


Io. -------- 152-03 Mrs. Mildred Beck New York, New York 
18. CAUSE OF DEATH [Enter only ona causa per line for (a), (bj, and (NTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: M i Cc . 3 SS 
immeviate cause @) Ss MaSSive Cardiac infarction Sey sheen 
DUE TO 
conan Gest bile ti ec ees w _ arteriosclerotic C.V.D. ae 
geva risa to immadiate ceuse 
(a), stating the undarlying (| OUETO - . 
cit Nein > a Obesity 2 
‘és PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Afa)| 19. pe ae 
2 
3 es Bie poses 
= 120e. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Entar nature of injury in Pert | or Part Il of item 1B.) 
= OR CONTRIBUTING [] CAUSE OF DEATH 
U |(IF EITHER, NOTIFY MEDICAL EXAMINER) 
x 20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED | 200, PLACE OF INJURY (Home, farm, | 20f, (City or town) = (County) i {State} 
5 Hod sa. While Not While fectory, straat, office bldg., atc.) | 
2 a 19 et work [] et work [_] 


ri vue IQR, that (1) (we) last 
Als aS causes ai on the date stated above. 
22b. DATE 


ATTENDING STAFF SIGNED 
Mp. | PHYS. & DIRECTOR oO PHYS. [zy Bt: cy 


22d. ADDRESS 


ind that death occurred sp 


saw the —- 
22a. SIGNATURE 


22c. PHYSICIAN'S 


NAME (Type) R | v. Houck MD V/ 


23b. DATE THEREOF ‘23¢."NAME OF CEMETERY OR CREMATORY 


8-7~64 i, a. 


24 FUNERAL DIRECTOR'S S| TURE E ~ 


2d, LOCATION (City, town or county) (State) 


23a. BURIAL, CREMATION, 
REMOVAL (Spacify) 


25a. REC'D BY REGISTRAR 


omcAUG 10 1964 Pardes Yaeage 


The law requires that the death certificate be executed within ‘ hours after death. 


OR ATTENDING PHYSICIAN: 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending ph' 


TO HOSPITAL 


VR Al5 (4) 
15M 4-64 


= 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


BS571 CERTIFICATE OF DEATH 18553 


BsNg 
SEs 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
ac0 a. COUNTY 
a ie a, STATE b. COUNTY 
278 Carroll MARYLAND Maryland Carroll 
ee b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
Bee write RURAL and glve nearest town) V . 
‘eee Sykesville 10 days ARural - Westminster 
3 on d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS. es aS a 
=se™ A : s * | 
pt) Springfield State Hospital ' Route #2, Box 361 ves] No 
3s st 3. NAME OF First Middle Last 4. DATE Month Day Year 
2-2 7 DECEASED OF 
235 Cian afar JAMES TRUMAN BIGHAM DEATH August 30 19 64 
Se £ 5. SEX 6. COLOR OR RACE | 7, MARRIED [_] NEVER MARRIED [_]| & DATE OF BIRTH 9. we goer. IF UNDER 1 YEAR|IF UNDER 24 HRS. 
3 bes '¥)) Months | Days | Hours | Min. 
Zeer Male White WIDOWED pivorcen [7] | 3-2-1887 od < | 
nee 10a. USUAL OCCUPATION (Give kind of work done| 20b. KIND OF BUSINESS OR I. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
3 Sa during most of working life, even If retired) INDUSTRY COUNTRY? 
B25 Retired cement mixer| hlL/LL/VG- Maryland U.S .k5 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Charles Bigham Leatha Workman 
15, WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, of unkown) iki ia” 2 4 
No 220-01-5353 Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).J INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: Beach 1 SPSEIRDDSDENTS 
4 IMMEDIATE GAUSE (2) ronchopneunon1a |_Days. 


HG] xX DUE To 


Conditions, If any, which (by. 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (o). 


Hour a.m, factory, street, office bidg., etc.) 


bm. 19 __fat work] at work 
21. | certify that (I) (this hospital) attended the deceased from 
saw the deceased alive of 0-6 9____, and that death occurred at OM, 


e277 


22c. cae 
[) Octavio A. Ruiz, M.D. 
23d. LOCATION (Gity, town or county) (State) 


Re 23b. DATE THEREOF 23¢. NAME OF GEMETERY OR CREMATORY 
vom | 2/67 SS ZR CLM. We STPUNSTER, “7D. 


INERAL DIRECTOR ADDRESS 25a, REC'D BY REGISTRAR | 25. REGISTRAR’S S{GNATURE 
Le KESTAY! STEX “aie DATE SEP 1 1964 fererlia Madge. 


z 

© | PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING [0 DEATH BUT NOJ RELATED TQ THE TERMINAL DIS SECONDITIONGIVENINPART 2(a) {29. WAS AUTOPSY 
Q\e| Chronic brain Syndrome assoelated with senile brain disease, ween vesE) WO fl 
Vis Y 

= SEEN WAS: DRSERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part I or Part | of item 28.) 

& | OR CONTRIBUTING (} CAUSE OF DEATH 

3 | (iF EITHER, NOTIFY MEDICAL EXAMINER) 

z 20¢c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 

qi 

= 


19___, that (I) (we) fast 


im the causes and on the date stated above. 
22b. DATE SIGNED 


HITEONG 5 Hanae) SAF g)| 8-3-6: 
zed. ADDRESS ~~ Springfield State Hospital 


M.D. 


director, page 3 should be detached for use as the burial-transit permit. Then 
should be filed with the State Dept. of Health prior to burial, cremation, or remov; 


(Ss 


7 


7 


09572 CERTIFICATE OF DEATH 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, yea 
2) 


en 

ee: 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 

Se ea a. COUNTY a. STATE b. COUNTY 

a 2a Carroll MARYLAND Maryland Carroll 

C= — os b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate Ilmits, write RURAL and give nearest town) 

a Bee write RURAL and give nearest town) 

2 2.8 Sykesville 3mos.15days__||X__Rural - Sykesville 
oe: od on d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) || d. STREET ADDRESS a. Lee a 

=a A a { 

S es Springfield State Hospital Box_177, Route #h ves{] nobel 

ese |= NAME OF First Middle Last © DATE Month Day Year 

= ee (Type or print) DEATH 19 

~ 3 E°S 

- . 7 AGE (In years | IFUNDER 1 YEAR|IF UNDER 24 HRS. 

3 RS Hy T Ne er cee. dace iss peel eT ere q fast irthday) Months | Days | Hours Min. 

2 855 Male ite WIDOWED [[] pivorceo{]| 1-16- us 

2 s 

S Sf. 10a, USUAL OCCUPATION (Give kind of work done | 10B. KIND OF BUSINESS OR IL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 

o so during most of working life, even If retired) INDUSTRY COUNTRY? 

2 382 a 

2 Bes aker German USA. 

© 7 S 

3 = 8 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 

= 222 Henry Blaufuss Katheryn (last name unk.) 

ote = 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 

ES £= S (Yes, no, or unkown) | (If yes give war or dates of service) 

& Sse No 1)0-10-590) __|Records, Springfield State H . 

= 28 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).7 TT CU RER RT, 

Shwe PART |. DEATH WAS CAUSED BY: j 

ES aks '- DEATMEDIATE CAUSE (a) _DL2ateral bronchopneumonia ays 

fs 32. ar 

S35 Bus tt, 4% X DUE TO 

geass Conditions, if ény, which Congestive heart failure Days 

Sas gave rise to Immediate 

ge s22 cause (a), stating the ( DUETO Hypertensive P r 

eeaee underlying cause last. «@_Arteri osclerotic cardiovascular disease Years 

SESS ee & | PART Il. OTHERS IGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) |19. Was AUTOPSY 

ee, 28s / Ie — =) ? 

ESRIS 3 yYes[] NO fx] 

28 eee = 208, ACCIDENT WAS UNDERLYING F]_ | 20. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 11 of item 18.) 

‘a oo [4 

5B 822 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

e ry 252 = | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED }20e, PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 

ZE~“So0 2 Hour a.m. While. — Not White factory, street, office bldg., etc.) 

o>Sow ry tn 1g at work{_] at work [J 

Zr rag = ie 

S3 2s 2 21. | certify that (I) (this hospital) attended the deceased from. 4 anew , 19, that (I) (we) fast 

ESees saw the deceased alive on Ora i= 19_____, and that death occurred at—° *°M;"Trom the causes and on the date stated above. 
@: ss 2a. SIGNATURE 3 22b, DATE SIGNED 

25 = } re ATTENDING MED. STAFF 

ars g= Lo, Fe wv. PHYS. {_]__birector [1] Pays. BC oa 

2euski 226. PHYSICIAN'S 22d. ADDRESS Springfield State Hospital 

RE ~o 

5-32 | mr Gr) Antonius Gizbh, M. D. | sykesvi lle, Maryland s 

oZoy = 
=e Rese 23a. BURIAL, CREMATION,| 230. DATE THEREOF 23¢, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
eo er ” REMOVAL (Specify) 2 Ma 
° 
24. FUNERAL DIRECTOR ‘ADDRESS 25a. REC'D BY REGISTRAl TSTRAR’S SIGNATURE 
VR A15 (4) 


DAT 


15M 4-64 


\ C.M.Waltz Box 244 


; The law requires that the death certificate be executed within 24 hours after death. 


TO HOSPITAL OR ATTENDING PHYSICIAN 


MARYLAND STATE DEPARTMENT OF heaLin 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


a, 


mal CERTIFICATE OF DEATH 55 
- 
Sag 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before aimlssion) 
2° zp Teas a, STATE b. COUNTY ah 
2,2 arrol] MARYLAND Mary] and Bal tions G4 iy 
= gs b. CITY OR TOWN (lf outside co roa limits, c. LENGTH OF STAY IN 1b }| c. CITY OR TOWN(If outside corporate limits, wri ‘and give ni town) 
Bee write RURAL oe give nearest town) 
= 3 lyr .5mo.26dys. Baltimore 3 tf 
3 on 5 OF TAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS e ARS 
= am ) . . 2 - 
=k Springfield State Hospital 122 Popflar Grove Street] vesL) nobd 
she We NAME OF First Middle Last 4. DATE Month Day ‘Year 
= 
d (Type or print) MATILDA ELIZABETH BULLOCK DEATH August 28 19 
Soe 5. SEX 6. GOLOR OR RACE | 7, MARRIED [-] NEVER MARRIED[}| ® DATE OF BIRTH 5. AGE Tess gg Fone 
S Months | Days | | . 
Eee Female Negro WIDOWED pivorceD[]| 4-12-94, 7O ws. | | 
eu 0a, USUALOCCUPATION (Glvekind of work done) 10b. KIND OF BUSINESS OR TL, BIRTHPLACE (County & State, or foreian country) | 12. CITIZEN OF WHAT 
S33 during most of working life, even If retired) INDUSTRY ‘ COUNTRY? 
gee eamstre ew York US she 
E°s 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Ged 
oo if J ‘ 
Bee William Bemb Julia 
el 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
SE Ss (Yes, no, of unkown) | (Ifyes give war or dates of service) 
See No Unknown Records, Springfield State Hospital 
2.8 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
ok PART |. DEATH WAS CAUSED BY: 
8 35 § IMMEDIATE CAUSE (9__ Cerebral thrombosis = |_Days 
Sof. 9 24 
att ISA X DUE TO 
£055 Conditions, If any, which «Cerebral arteriosclerosis Years 
c ave rise to Immediate 
2 33st case (a), stating the DUE TO F :. * 
‘en ae underlying cause last. > Generalized arteriosclerosis Years 
B25 a & | PARTII. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVENINPART 12) 19. WAS AUTOPSY 
5 28s 5 hronic brain syndrome associated with cerebral arteriosclerosis, ves] No 
28.38 3 
2e== = | 20a. ACCIDENT WAS UNDERLYING Gry | 20% DESCRIBE HOW INJURY OCCURRED. (Enter nature of Inury in Part T or Part 11 of Item 16.) 
a5vs & | OR CONTRIBUTING [) CAUSE OF DEATH 
882 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2 ees | 0c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200, PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
STS oe ze Hour a.m. While Not While factory, street, office bidg., etc.) 
ay £23 = p.m. 19 at work[_] at work [_] 
3 et 2 21. I certify that (I) (this hospital) attended the deceased from_3=2-63 19 _, to. B=28-6), , 19___., that (I) (we) last 
s = 
£845 saw the deceased alive on__ 8-28-46) 19 and that death occurred at3:30 Fl, Mgn the causes and on the date stated above. 
2£sse 2a, Digs Ry es ap 
or 
S8eg CLEA ce. ATTENDING -— MED, STAFF 8-2 
ey ECTOR Pus. 
= z ac | 22e. PHYSICIANS im ae) ospi ta 
~ BES ) Octavio A. Ruiz, M.D. Sykesville e, Maryland 
eres URIAL, CREMATION, 23c, NAME OF CEMETERY i CREMATORY be: LOCATION W, town or co Vie Ea, 
es EMOVAL (Spec) kh 4 
= L- 


24. iL eS ee e: 


Vez r Funai! haw 


VR A1S (4) 
15M 4-64 


; Vie. 
ADDRESS 25a. REC’D BY css EGISTBAR’S, C-hy, 
GEP A rr, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within ? hours after death. 


VR ALS (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


ob 


21. | certify that (1) (this hospital) attended the deceased from__7=20—56 19___, that (1) (we) last 


tore 
saw the deceased alive on__G-25-6), _19__, and that death occurred at__*_M, from tHe causes and on the date stated above. 
2a. SIGNATURE 


es DATE SIGNEO 
ATTENDING MED. STAFF Loos 
Mp. PHYS. LJ_pirector (] puys. [4 8-25-54 


22c. PHYSICIAN'S 


—N 9576 * 5 CERTIFICATE OF DEATH 56 

233 qi Hes Pores 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 

iar “C * SME d * eile neers 

23s arroll MARYLANO arylan 

= es b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 

Bee write RURAL and give nearest town) ’ os P 

=e 8 Sykesville 8 yr. 27 dys Baltimore i F 

yg ga a) NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) || d. STREET AOORESS Ch ane ere 

=a’ 

See )5 Springfield State Hospital 4,700 Hampnett Avenue yes(]_ nofst 

So 

SEs 3. NAME OF First Middle Last 4, DATE Month Day Year 

Sa DECEASED OF 

8 (ype or print) ALICE VIRGINIA CARR DEATH August 25 196) 

S 5. SEX 6. COLOR OR RACE | 7, maRRIED [-] NEVER MARRIED[]| & DATE OF BIRTH 8. AGE (in years tied bie Pree aes 

7 ni ys jours in. 

‘2 ES White WIDOWED fF ] OIVORCED |] 6-20-72 92 yrs, 

4 10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR Ti. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 

3 Eee] during most of working life, even If retired) INDUSTRY COUNTRY? 

gas i Own Home Maryland U.S.A. 

eeg 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 

wee e . 

Eee J Davidson Caroline Weller 

ae sete ees er yen Ts-ARWED EOC PAB. SOCIAL SEDUMTIY Noga 7- INFORMANT by ‘Address 

ceo y TO, TM, ‘yes give war’ ates of service: a 

Seo rs. Carrie Sevyel 0, Hampnett Ave 

See No ___ Unknown Sora i ssrbigPiera Soe Hoes tLe: 

Sie 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).1 INTERVAL BETWEEN 
meni PART |. OEATH WAS CAUSED BY: Frond fag J; ONSET AND'DEATH 
BUSES x IMMEDIATE CAUSE (a) Heart failure and pulmonary embolism Days. 

Be ° 
2 ESE ti A DUE TO f 
2°35 oie Boas eh «Mitral stenosis Years 
Does 
Lise. cause (a), stating the DUE TO 
S ove underlying cause last. (©). 
gece & | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASECONDITION GIVEN IN PART 1(2) 19. WAS AUTOPSY 
ws = i % oy oat . . : : PERFORMED? 
5m°8 =|Chronic, brain syndrome associated with senile brain disease, with ves ff NOT] 
22-5 = | aoara AS UNDERLYING ( ) 20b. OESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part Il of Item 18.) 

BEES |B] S RNNOV UBER Sanity 

=] s+ o a 

2008 

o 258 4 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
L253 S 

Soe = Hour a.m. factory, street, office bidg., etc.) 

abe 3 While Not While 
= £28 = p.m. 19 at work} at work [1] 
ot 
3 “za 
£egs 
SESE 
é mie = 
2523 
ae es | 22d. ADDRESS Spyringfield State Hospital 
> oS + + . 
Eece / Octavio A. Ruiz, M.D, _ 
Fires 23a. BURIAL, CREMATION,| 23. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY ‘23d. LOCATION (City, town or county) (State) 
i REMOVAL (Specify) 

e its 8/27/64. Baltimore Cemetery 


24. FUNERAL DIRECTOR ADDRESS 
Leonard J. Ruck Inc. Balto. Md, 2121) 


Balt: 
25a. REC'D BY 27 14 25b. REGISTRAR’S SIGNATURE 


mre AUG 27 1964 _/Chorbes Juctse 


ok 


by the funeral 


Pages 1 and 


in 


lease remove carbon papers. 


Then 


mit. 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled 


director, page 3 should be detached for use as the burial 


TO HOSPITAL 1 ‘ATTENDING PHYSICIAN: The law requires that the death certificate be executed within i hours after death. 
should be filed with the State Dept. of Health prior to burial, 


VR A15 (4) 
15M 4-64 


fter de 


within 72 hours a 


In an} 


cremation, or removal 


-transit per 


P and 


NN 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE i: ND 
oé 


09575 CERTIFICATE OF DEATH 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a. COUNTY a. STATE b. cunt, ‘ 
Carroll MARYLAND Maryland Baltimore City 
b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL end give nearest town) 
write RURAL and give nearest town) ? 
Sykesville Syrs.lmo.lédy#. _ Baltimore ZV AI e¢ 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS @ phe ae 
Springfield State Hospital 2326 Cambridge Road ves] no] 
3. NAME OF 
2 a First in eT Last 4. DATE Month Day Year 
(Type or print) MYRTLE (NMN ) CARROLL DEATH August y 19 64 
5. SEX 6. COLOR OR RACE |7, MaRRIEO [_] NEVER MARRIED[_]| 8 DATE OF BIRTH 9 AGE Geyaerd TFUNDER 1 YEAR|IF UNDER 24 HRS. 
5 is Months | 0: Hours | Min. 
Female | White wivowEof] _vwvorcenf]| 12-18-1892 emer “dl bi 
10a. USUAL OCCUPATION (Give kind of work done] 1b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INOUSTRY COUNTRY? 
Housework Maryland Dele 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Thomas Holland Martha Bowden 
15. WAS DECEASEO EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITY NO. | 17. INFORMANT ‘Address 
(Yes, no, or unkown) | (If yes Give war or dates of service) _ . 
No . Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] pial Fa 
PART |. DEATH WAS CAUSED BY: 
; IMMEDIATE CAUSE (a)__Br'onc hopneumonia Days_ 
oe emo DUE TO 
Conditions, If any, which ) Heart failure Months 


gave rise to Immediate 
cause (a), stating the ( DUE TO ; 2 " 
underlying cause last. (c). Arteriosclerotic heart disease Co —— 


S Paar srahene ots CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART l(a) |19. eed 
& i tion, depressi i 
3| Psychoneur otic reaction, depressive reaction ves fe) No CI 
= 

= | 20a. ACCIOENT WAS UNOERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of Injury In Part 1 or Part 1! of Item 18.) 

& | OR CONTRIBUTING [) CAUSE OF O TH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

z 20c, TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home,farm,| 20f. (Clty or town) (County) (State) 
a Hour a.m. while Not White factory, street, office bldg., etc.) 

a 

= p.m. 19 at work] at work a) 


21. I certify that (1) (this hose) attended the deceased from. ay, Sh 19___, that (1) (we) fast 
saw the in alive o =a" 9___, and that death occurred at |, trom the causes and on the date stated above. 
22a. SIGNAT) 22. DATE SIGNED 

' <— 
= . Set me, cia 


ATTENDING - MED. STAFF 
pHys. C1 _birecror [1] Pays. | 8-h-64 
Zac. PHYSICIAN'S 


22d. ADDRESSSpringfisld State Hospital 
NAME (Type) paint aes: 5 mm 


23b. DATE THEREOF 23c., NAME ee 13) YA 23d. LOCATION (City, town or county) WY ai 
Ura Avs LIU. Bae e/S o¥ FAI "Bo : 77 


INERAL DIRE! ) ADDRESS BY REGISTRAR | 25b. 


po _e F of # Ss Quelle. Au { 0 "Qed feet yong 


23a. BURIAL, CREMATION, 
EMOVAL (Specify) 


— 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the funeral 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within d hours after death. 


VR A15 (4) 


15M 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


59576 CERTIFICATE OF DEATH aa 
ot 1. PLACE OF OEATH 2. USUAL RESIOENCE (Where deceased lived, If institution: Resi idm ssion) 
cs a. CDUNTY a. STATE b. COUNTY et 
ig Carroll MARYLAND. Maryland Mont sons ry 
be b. CITY OR TOWN (if outside corporate limits, c, LENGTH OF STAY IN 1b c. CITY OR TOWN (if outside corporate limits, write RURAL and ‘give nearest town) 
oy write RURAL and give nearest town) x 
ae Sykesville 2 mos./ 20 dat. Kensington AK fate 
g A d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) |) d. STREET ADDRESS a ears 
rites a 2 c t . we = 
gs Springfield State Hospital 3603 Plyers Mill Road yes] np 
5S 3. NAME DF First Middle Last 4. OATE Month Day Year 
oS a 
ore DECEASEO i a OF 
82 (Type or print) ALBERT ALFRED CARTE om August 30, 1964 
28 5. SEX 6. COLOR DR RACE | 7, maRRIED [-] NEVER MARRIEO[]| ®& DATE OF BIRTH IF UNDER 24 HRS. 
on 
E 


Hours | Min. 


9, AGE (In years | IFUNDER 1 YEAR 
8 last birthday) Months | Oays 


10-15-1880 m= 


TL. BIRTHPLACE (County & State, or foreign country) 


Male White wioowen X] pivorceo [] 


1Da, USUALDCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR 
during most of working life, even If retired) INDUSTRY 


in 


12, CITIZEN DF WHAT 
CDUNTRY? 


3 Bookkeeper Maryland i 
= 13, FATHER’S NAME 14. MDTHER'S MAIDEN NAME 
SS 
Se George Carter Ann Hart 
at a 15. WAS OECEASEO EVER INU.S. ARMEOFDRGES? | 16. SDCIALSECURITYND. | 17. INFORMANT Address 
36 (Yes, no, of unkown) | (Ifyes pive war or dates of service) 
53 No =, Records, Springfield S I i 
- = 18. CAUSE DF OEATH [Enter only one cause per tine for (a), (b), and (c).) INTERVAL BETWEEN 
is PART |. DEATH WAS CAUSED BY: : pe od 
SS ‘ IMMEOIATE CAUSE (a). Es 
se PT? ) OUETD 
Conditions, If any, which ) 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (co) 
FS PART Il. DTHER SIGNIFICANT CDNOITIDNS CONTRIBUTING TD DEATH BUT NDT RELATED TO THE TERMINAL DISEASE CDNDITIONGIVENINPART 1(a) 19. tia ia 
sf 
Gis ves} No Dy 
= 2Da. ACCIDENT WAS UNDERLYING 2Db. OESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part I of Item 18.) 
& | OR CDNTRIBUTING (] CAUSE DF DEATH 
© | (IF EITHER, NDTIFY MEOICAL EXAMINER) 
4 2Dc. TIME DF INJURY Month, Day, Year | 2Dd. INJURY OCCURRED | 2De. PLACE DF INJURY (Home, farm,| 20%. (Clty or town) (County) (State) 
oa Hour a.m. factory, street, office bidg., etc.) 
8 re whlie Not While 
= p.m. 19 at work[_] at work [_] 


21. | certify that (1) (this hospital) attended the deceased from : to. 19___, that (I) (we) last 
saw the deceased alive o: b- 0-6) 19____, and that death occurred PETG, rott the causes and on the date stated above, 


22a. SIGNATURE 22b. DATE SIGNED 
Vreeusce Greeda un HEMT Mi 6 HAE | 8-30-64 
/ Pe. MAME (hype) re ADDRESSSpringfield State Hospital 


Francisco Grecco, M.D. 


BURIAL, CREMATIDN,| 'E THERED| NAME DFACE! ERY OR“@REMATORY 23 LOCATI IN_(Clty, ‘own or county) 
Wee pple vin Pa) mom 
ly 


director, page 3 should be detached for use as the bu 
should be filed with the State Dept. of Health prior to buria 


23a, 


ehwhaes 


: Mi 
24, Don eheee neces Al 25a, REC'D BY REGISTRAR | 25b. RF ISTRAR* § [ATURE 
lay Pathe raed 2603 Wty ft Nie SEP 1 1964 fOMortan ease 


464 


ok 


lease remove carbon papers. 


attending physician and completely 
, cremation, or removal, and in ap 


The !aw requires that the death certificate be executed within § hours after death, 
-transit permit. Then pl 


Page 4 may be retained by the hospital or attending physician, 
TO FUNERAL DIRECTOR: After this certificate has been signed by the 
e 3 should be detached for use as the burial 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


director, pag 


VR A15 (4) 
15M 4-64 


S 

5 

2 

3 

o 

2.2 

Ege 

Bee 

< 38 

= .3 

7 

2ar 

Ses 
= 
= 
= 


d with the State Dept. of Health prior to burial, 


should be file 


AC 


MARYLAND STATE DEI 


PARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


99577 CERTIFICATE OF DEATH 12559 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admissipn) 
e Cates a. eer b. COUNTY, 
arroll MARYLAND Maryl.an Washington 
b. CITY OR TOWN (If outside corporate tlmits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN nd outside corporate Timits, vi ‘ite iunnu aid glve nearest town) 
write RURAL and give nearest town) e] 
Sykesville 2mo2 Hagerstown / ee 
d, NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADORESS 8. pa ae 
Springfield State Hospital 23h S. Locust St. ves[]_nofe] 
3. NAME OF First Middle Last 4. DATE Month Oay Year 
DECEASED OF 
(Type or print) ORA LOU CHURCHEY DEATH st 23 196, 
5. SEX 6. COLOR OR RACE | 7. MARRIED Al 8. DATE OF BIRTH 9. AGE (In years ut acta FUNDER 24 HRS, 
F é RR EDIE NEVER MARDI BE Months | Oays | Hours | Min. 
‘emale White WIOOWEO XJ] oworceo{-} | 3-30-80 yrs. 


10a. USUAL OCCUPATION (Give kind of work done 
during most of working life, even If retired) 


10b. KIND OF BUSINESS OR 
INOUSTRY 


11. BIRTHPLACE (County & State, or eh country) | 12, coy a WHAT 


None Maryland amet 
13. FATHER’S NAME 14. MOTHER'S MAIOEN NAME 
John Hoover Sara Oswald 
15. WAS DECEASEO EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. ] 17. INFORMANT ‘Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 
No Unknown Records, Spri i 


18. CAUSE OF OEATH [Enter only one cause per line for (a), (b), and (c).J 


PART I, OEATH WAS CAUSEO BY: 
IMMEDIATE CAUSE (a). 


INTERVAL BETWEEN 
ONSET AND OEATH 


Cardiovascular renal disease 


MEDICAL CERTIFICATION 


RAR Reet nA AGEN PY 
OR CONTRIBUTING [] CAUSE OF OEATH 


LT A DUE TO 
Conditions, If any, which (b) 4 3 5 ps Years 
gave rise to Immediate 
cause (a), stating the OUE 10 
underlying cause last. (c). 
PART 1. OTHER SIGNIFICANT CONOITIONS CONTRIBUTING TO OFATH BUT NOT RELATEO TO THE TERMINAL OISEASECONOITIONGIVEN INPART1(a) | 19. fear a 
Chronic brain syndrome associated with senile brain disease, with eel mNO ] 


(IF EITHER, NOTIFY MEOICAL EXAMINER) 


20b. OESCRIBE HOW INJURY OCCURREO. (Enter nature of Injury In Part 1 or Part II of Item 18.) 


20c. TIME OF INJURY Month, Day, Year 


Hour a.m. While Not While 
p.m, 19 at workL_] at work 


21. 1 certify that (I) ang Seagate hospital) emg the hogy ir 
saw the deceased alive on Ba23n6h 1 


20d. INJURY OCCURRED 


208. PLACE OF INJURY (Home, farm, 
factory, street, office bidg., etc.) 


9____, and that death occurred 


20f. (City or town) (County) (State) 


art regen 19____, that (1) (we) last 
: fhm the causes and on the date stated above. 


22a, SIGNATURE 


Chu Lo 


2b, OATE SIGNEO 
ATTENOING MEO, STAFF 
PHys. 1] _o1rector (]_PHys. 8-2-6), 


Hii 


Ruiz, M.D, 


22c. PHYSICIAN'S 


NAME 
() Octavio A. 


Re; aopRess Springfield State Hospital 


23a. 


23b. DATE THEREOF 


Ce esata 
as | Salem U. B. 


23c. NAME OF CEMETERY OR CREMATORY 


23d. LOCATION (City, town or county) 


Cemetery | Wolfsville, Md, 
25a, REC’O BY REGISTRAR] 25b. REGISTRAR’S SIGNATURE 


ome AUG 27 1964 fharvkrg Suede. 


(State) 


o 
= 
> 
= 


nN 
72 
€ 
6 
= 
Pa 
3 
a 
6 
a 
¥ 


¢ 


72. hours alter death. 


|, and in any event 


lion, or removal 


The law requires that the death certificate be executed within 24 hours after 


1 or attending physician, 
icate has been signed by the attending physician and_completely fi 


as the burial-transit permit. Then please remove cg 


ith the State Dept. of Health prior to burial, cremati 


i 


director, page 3 should be detached for use 


be filed wi 


death. Page 4 may be retained by the hos 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
TO FUNERAL DIRECTOR: After this certi 


WR AIS (4) 
20M 5-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


19578 CERTIFICATE OF DEATH 1356) 


ib PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a. 
e, STATE b. COUNTY 
Carroll - ____ MARYLAND Maryland 
b. CITY OR TOWN iif outside corporal fimits, | . LENGTH OF STAY IN 1b ¢. CITY OR TOWN [If oulside corporate limits, wrile RURAL ond give nesrast town) 
write ce 
ag ERITHTS PBT | eeeeiAb ear 
d. NAME OF HOSPITAL OR INSTITUTION [if not in hospitel, give street address} || | d. STREET ADDRESS. = “ e. IS RESIDENCE 
ON A FARM? 
arroll County General Hospital RT. 3-Box 168 
ae NAME OF ~ Middle let. +| 4. DATE Month a 
(Type or print) Ss. Clas SEATH & 
5. SE  ===——(“«é«*GS, COLOR OR RACEJ 7, MARRIED [] NEVER MARRIED [] | 8» DATE OF BIRTH 9. ‘AGE (in yours [IF UNDER YEAR] IF UNDER 24 HRS. 
st birthdey) | Months) De Hi Min. 
Female White wivowep [X}  oivorceo[]| 10-19-81 yes, ? *| “Ceagy eda | 


TOs. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign country) | #2, CITIZEN OF WHAT COUNTRY? 
done during most of working life, evan if retired) 
Housewife Maryland 
13. FATHER’S NAME ~ | 14. MOTHER'S MAIDEN NAME ste ae. 
Christian Stapf | Margaret Kirn 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 
{Yes, no, or unkown} | (Ifyes give warordetesofservice)| 


17, INFORMANT Address 
Norma M, Schlerf Westminster, md. 


16. SOCIAL SECURITY NO. 


1B. CAUSE OF DEATH [Enter only one eause per line for (a), { | INTERVAL BETWEEN 
ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY a 4 
IMMEDIATE CAUSE le) A TE ¢ A pee be?) 2) eee 
; : DUE TO 
Conditions, if eny, which (b) 
geve rise to immediete cause = =- ~ — = . = ia=.* 
(e), steting the underlying f OVETO 
couse le: - te 
z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (e}| 19, WAS AUTOPSY 
>a ea oe oe) PERFORMED? 
S = 5 , 
S HiR TUS FLEW) y =~ ves []_No fy 
& ] 20a. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in Pert | or Pert Il of item 1B.) 
E | OP CONTRIBUTING L] CAUSE OF DEATH 
& | (1F €ITHER, NOTIFY MEDICAL EXAMINER) 
$ [/20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ferm, ' 20%. (City er town) (County) ———S*~«S State) 
= oer! een. While __Not While fectory, street, office bldg., ete.) | 
= P. 9 work et work | 
certify that (I) (this hospital) WEY the deceased from. Pick that (1) (we) last 
saw the deceased alive on.... Lee Af. eae Oe GH ., and that death occurred at.- 3B, fa. “M, from the causes and on the date stated above. 
220 SE ; lm ATTENDING 770° SIONED 
Zz / l : ait: 2 
ase at ae bgp Meat = heb. ea DIRECTOR oO aye oO ASE 
22c/-PHYSICIAN’S rs a ra 224. ADDRESS = i. rf 


NAME (Type) (ee 


23d. LOCATION (City, town or county) (Stete) 


Baltimore, Maryland 


25e, REC’D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
onAUG 10 ape 


‘238. BURIAL, CREMATION, | 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 
REMOMAL_ (Specify) 
Kral’ 8-8-64 Western Cemetery 
24 FUNERAL DIRECTOR’S SIGNATURE ADDRESS: 


Howard H. Hubbard-4107 Wilkens Aye-21229 


death. Page 4 may be retained by the hospital or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The jaw requires that the death certificate be executed within 24 hours after 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending pi 


YR AIS (4), 


20M 


hysician and completely filled in by the funeral 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


99579 CERTIFICATE OF DEATH q . 
2 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence bolore mission) 
ee ee, ©. STATE b. COUNTY 
ae Carroll MARYLAND Maryland Montgomery Co. _ 
= 8 b. CITY OR TOWN (if outside corperete limits, c. LENGTH OF STAY IN Ib “e. CITY OR TOWN (If outside corporate limits, write RURAL end give nearest town) 
en writa RURAL and give neerest town), 
Rural - Sykesville 21 days Silver Spring Ce 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) d. STREET ADDRESS ‘ Je. 1S RESIDENCE: 
Springfield State Hospital ____-731 Thayer Avenue ‘ 


4 Bere Month Dey 


DEATH August 26, 19 64 


3. NAME OF pFirst Middle test 
DECEASED Jaabe 
(Typa or print) COTE 


ove carbon papers. Pages 
event, within 72 hours after 


5. SEX &. COLOR OR RACE|7, MARRIED [gg] NEVER MARRIED [-] | DATE OF BIRTH 9. AGE {in yoors [IF UNDERT YEAR| 1F UNDER 24 HRS. 
f hd CFT 3) ul Days | Hours | Min. 

Female White | wirowm[]  oivoreof(]| 11/05/82 Slew, ii 
Toe, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (County & Stele, or foreign couniry) | 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 

| 
Housewife (Ket Own Home. England WE UinSicks 4 
FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Hubbard 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Yes, no, or unkown) | (Ifyesgive warordetes of service) 


16. SOCIAL SECURITY Ba 


no none 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), end (c).] "| INTERV AL BETWEEN 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (e)_ Pulmonary edema due to Arteriosclerotic ._| years. 
{ DUETO 
te: SM cardiovascular disease. 
Conditions, if eny, whieh (b) a as = 
gave rise to ims ie couse DUE TO 
Uy a LE Generalized arteriosclerosis. years. 
ra PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i{e) | 9. WAS AUTOPSY 
z|Chronic brain, syndrome associated with senile brain disease with vss [] no 
$ payehoiie ome EEERS em Poa ‘he 
= | 20e. ACCIDENT WAS UNDERLYING [1] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Pert | or Part Il of item 18.) 
@ | OR CONTRIBUTING [] CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Dey, Yeer 20d. INJURY OCCURRED, | 202. PLACE OF INJURY (Home, farm, | i 208. (City or town) (County) (State) 
S Bur cin While __ Not While factory, street, office bldg., etc.) 
= p.m. 1 et work al work H 


21. | certify that ( (this hospital) attended the deceased from 8/52. et to. 8/26/, 19.. 4that HM) (we) last 
19. As, and that death occurred adls ae'0) srbot The causes and on the date stated above. 


saw the deceased alive on....... 8/26 


director, page 3 should be detached for use as the burial-transit permit. Then please rem 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and 


22e, . oe Aneere sate 22b. Dee 
oe Cee ay mp. | PHYS. o piRecToR  pnvs. Gd _ 8/26 
Bie. PHYSICIAN'S 22d. ADDRESS 
“ue (we_Edmee Reeves, M.D. Springfield State Hospital, Sykesville 
bee aha Seti 23b, DATE THEREOF ies NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) iar 
speci 


25a, REC'D BY ates 2st ag t TUR 


[eS - Liga lid 31 1oGd Poets Sees 


5-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


y 

1s 99580 CERTIFICATE OF DEATH 7 

a j J bs! 2 6 2 
= Ss > — 
® ¢ 1, PLACE OF DEATH 2, USUAL RESIDENCE (Whare daceased lived, If institution: Residen re edmission 
eS ‘a. COUNTY 4 b. COUNTY 4 
8 ERE MARYLAND 
~ 3Es b. CITY OR TOWN {if oujside corporate limits, ¢. LENGTH OF STAY IN 1b eCity ORT st town) 
avai wrPe RUR 
£ pee 
= Bot |. JNAME OF HOSPITA} OR INST not in hospitel, give street eddroy) d, STREET ADDRESS “|e. 1S RESIDENCE 
Sas e n Le ON A FARM? 

~. 9 
BR see (A AAL Od f+_2 oe ves) ] No RT 
es AS 3 NAME oF First i ra Month ey “Yeer 

ag ECEASED F / 
3 4 
ig Ree (LLEL LAM — DEAVER | Fam 4 9G 
pes 5. SEX 6 COLOR OR RACE|7, sapRieD LX) NEVER MARRIED 3. AL ‘OF BIRTH 9. AGE (In fagrs |IF UNDER 1 YEAR| IF UNDER 24 ARS, 
a £6 (oi oO x urthYoy) Menthe} Days | Hours | Min. 
ge Wi Ww WIDOWED pivorcep [-] 20 ae? yi. 
2 8 Tos. USUAL OCCUPATION (Giva kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | fi. BIRTHPLACE (County & = foreign coyntry) | 12. CITIZEN OF WHAT COUNTRY? 
ae dona during sagt of working Ijfg, oven if retired) g 

4 1 Ottw Tet Cling Lae 

By 13. FATHER’S NAME 14, MOTHER'S MAIDEN N 

£ 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Yes, no, or unkewyn)| (Ifyes give weror detes ofservice) 


16. SOCIAL SECURITY NO. bed. INF! L440 


uv 
S 
2 
7] 
o 
me 
eis LE: 
£2 18. CAUSE OF DEATH [Enter only one « lina for (@), (b), and (c).] 
a PART |. DEATH WAS CAUSED BY: Cae a PRES 
fare IMMEDIATE CAUSE (e) "Ar PIA 
aan 
as J DUE TO 
&e x 
ug Conditions, if eny, which (b) —— 
$a geve rise to immediate couse 
| (e), steting the underlying ( DUETO 
= i couse lest, to. ~— 
BS z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e]| 19. WAS AUTOPSY 
= Cle ? 
: 5 ves [] No [4 
2 = | 20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in Part f or Pert I! of item 18.) 
HS & | OR CONTRIBUTING [] CAUSE OF DEATH 
i: & | GF EITHER, NOTIFY MEDICAL EXAMINER) 
= = 
= & | 20. TIME OF INJURY” “Month, Dey, Year | 20d. INJURY OCCURRED | 202. PLACE OF INJURY (Home, farm,  20f. (City oF town) (County) (State) 
=< Heuhaine While __ Not While factory, street, offica bldg., etc.) | 
ay <2 ae 4 at work at work ‘3 


ased from. 
Zl) that death a 


ee Se aa as ATTENDING STAFF 7b. BONED 
DVI Aue ac: Ca food mo. | PHYS pikecror [J pivs. [1] Heg-17,/G6Y 


Be Le Se! G, 2,, that({ J (we) last 


. | certify that (!) (this hospital) attende, tage 
A at... By from the causes we on the date stated above, 


saw the deceased alive on. 


22c., PHYSICIAN'S 22d. ADDRESS 
NAME (Type) 


= 


23d. LOCATION nor county) (State) 


REOF 


23b. DATE 19/. les NAME OF CEMETERY OR CREMATORY 
a REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


peemeeers sod UA \rehG 20 labo, 


director, page 3 should be detached for use as the burial-transit permit. Then please remove ¢; 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any even' 


death, Page 4 may be retained by the hos 


TO FUNERAL DIRECTOR 


3a. BURIAL, CREMATION, 
REMPVAL (Speci 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death cert 


4, 


VR AIS (4) 
20M 5-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


VE CERTIFICATE OF DEATH 43563 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceesed lived, If institution: Residence before edmission) 
e, COUNTY e. STATE b. COUNTY 

ee Caeeol MARYLAND Maryland ___ fe} =~ 
b. CITY OR TOWN (if outside corporete limits, ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (if outside corporeie limits, write RURAL end give naerest town) 


write RURAL end give neerest town) 


Sykesville, Md. 2 Weeks A Rural Sykesville, Md. 


d. NAME OF HOSPITAL OR INSTITUTION [if not in hospitel, give street eddress) i d. STREET ADDRESS 


=abplien_tlursing Home. lohrville - 


Middle Last 4. DATE ‘Month Dey 
DECEASED 


(Type or print} ‘i Di DEATH 
S. SEX 6. COLOR § RACE|7, MARRIED [~] NEVER MARRIED [~] | 8+ DATE OF BIRTH 9. AGE tn ae 1 Shoe RO? iF oe 2 


last birthdey) 
wiooweo fl ovorc | June Be 1884 prea riced aes Deys | Hours naaray Min, 


Bo 
10b. KIND OF BUSINESS OR INDUSTRY | li. BIRTHPLACE (County & Stete, or foreign country) 


“a, IS RESIDENCE 
ON A FARM? 


ent, within 72 hours after death, 


4 


Oe. USUAL OCCUPATION (Give kind of work 
done during most of working life, even if retired) 


ve carbon papers. Pages 1 and 2 shi 


ician and completely filled in by the funeral 


12, CITIZEN OF WHAT COUNTRY? 


Housewife Home Maryl and USA 
13, FATHER'S NAME 14. MOTHER’S MAIDEN NAME ¢ 

22 a . 

Pa Andrew King Catherine Thompson —_ 

2a 1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 

i= e (Yes, Ne ‘or unkown) | (Ifyes give werordeles of service) Mr Art 

sea § ie) fro riod SSSeS= S. hur em, Sr. = 

5 E . 18. CAUSE OF DEATH {Enter only one couse per line for (0), (b), end (c).] sii Bt = Syxes aa B a 
e ao 

is SN een “Zor ewe Say t FP Leads 

2 

3 


DUE TO lé " 
Condifons, if eny, which Lae ae ee =a 1 ieee 
geve ee to immediete seuss DUE TO sedate LY "4 “4 . 


(0), steting the underlying /O 2 
couse lest, =Saal a 
PART Il. OTHER SIGNIFICANT CONDITIONS ZONTRIBUTI 


6 ING re. DEAT oi NOT R 2 feg THE TERMINAL DI. Ay ONDITION GIVEN IN PART (a) 19. WAS AUTOPSY 
Jz Ca aa phe a ves []_NO ua 

: “a 

= | 200. ACCIDENT WAS UNDERKYING [] DI aq Hi INI YCCURRED, i] item 1B.) 

5 ‘OR CONTRIBUTING L] CAUSE OF DEATH 20b. DESCRIBE INJURY OF (Enter neture of injury in Pert | or Pert II of item 18.) 

U | (IF EITHER, NOTIFY MEDICAL EXAMINER) —_ 

BF : ee 

cS 20c. TIME OF INJURY Month, Dey, Yeer 20d. INSURY OCCURRED | 20e. PLACE OF INJURY (Home, ferm, | 20f. (City or town) (County) {Stete) 

8 Ven oe While __ Not While fectory, sireet, office bidg., etc.) | 

= y jet work et work i 


, that (1) (we) las! 


saw the deceased M, from the cSuses and on the date staled above. 
ab. DATE 


220. SIGNATURE a: y ATTENDING ee qd stare q F. 2. 6 a 
22¢. HCN Saul Okufua oe 22d, ADDRESS 4 Ke ee, We, AD - 


death. Page 4 may be retained by the hospital or attending physi 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending 
be filed with the State Dept. of Health prior to burial, cremation, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 
director, page 3 should be detached for use as the burii 


23e. Aa en 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY }d. LOCATION (City, town or a {Stete) 
OVA pecil 
urial 8-29-64 New Freedom Mde_ 


24 FUNERAL DIRECTOR'S) SIGNATURI . 25a. REC'D BY REGISTRAR | 2Sb. REGISTRAR'S SIGNATURE 
VR AIS (4), 


20M S-63 


in by the funeral 


¢ 24 hours after 


physician and completely fill 
thin 72 hours after deat! 


remove carbon papers. Pages 1 and 


any event, wi 


cian, 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed 


y be retained by the hospital or attending physi 


director, page 3 should be detached for use as the burial-transit permit. Th 
be filed with the State Dept. of Health prior to burial, cremation, or removal, 


TO FUNERAL DIRECTOR: After this certificate has been signed by the att 


TO HOSPITA) 
death. Page 


MARYLAND STATE DEPARTMENT OF HEALTH 
bly, nN OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
O95 CERTIFICATE OF DEATH 


a] 4 
1 eri DEATH AA Sea ATA 2, USUAL RESIDENCE (Where deceased hived, If institution: a BEG: ra) 
a. 
w Maw h Ym nAnyLaND 


a. STATE b. COUNTY 


4 ane ai = - al 4S - a = = 
b. Cl R TOWN [if outside corporate limits, . LENGTH OF STAY IN Ib STAY IN Tb ec, CITY OR TOWN [If outside corporete limits, write RURAL end give nearest town) 
write RURAL and @ neecrest ee t ’ 
m Vide 5/2840 Law EL ra ies 
AME OF Wd ised OR INSTITUTION cy not in hospilel, give street eddress) d. STREET ADDRESS e. IS RESIDENCE 
- ON A FARM? 
3S 3S Burke, BL, ves [] NO [a}~ 


Middle Last | 4. DATE Month Dey ‘Yer 


a: ie = : OF 

ez, a WIG Desenaing: ate 8 Ag 1964 
‘3. SEX sk rare x ~{9. AGE (In IF UNDER YEAR| IF UNDER 24 HRS, 

ARRIED [_] NEVER MARRIED [_] | 8-° DATE OF BIRTH i ped oneness ee seo 

wiowen [EF oivorcio [| AJgU 2°, /€ &/ | | 


(Type or print) 


E $2". 
10a, USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11 BIRTHPLACE (County & Stele, or =F country) 12, CITIZEN ¢ OF WHAT COUNTRY? 
done during most ee working life, even if retired) eee % SA 


muel ic. | “nn 1 ee Phillips 
(Yes, no, or unkown) | (Ifyesgivewarerdetesof service} 
PART |. DEATH WAS CAUSED BY; oe 


13. FATHER'S NAME "| 14. MOTHER'S MAIDEN NAME 
15. WAS DECEASED EVER IN U.S. ARMED | dite 16. Fig SECURITY NO.| 17. Pot MANT Address pe see wt 
it. Nowe . Bavaro Urabrn—otxz mb, 
18. CAUSE OF DEATH [Enier only one cause peytmpe for (2), (bl, and (e).) Ups “INTERVAL BETWEEN 
IMMEDIATE CAUSE (a) Pty tguea) 
oon DUE TO 4 
Conditions, if eny, which (b} tfv- - i 
seve rise to immediate cause | ‘ Ld is 
{a}, stating the underlying “ 
catscdlet; as a Epeta<t risece tt L au 


3 PART Il. OTHER SIGNIFICANT PGNDTIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN Ata 19. AUTOPSY 
he ea ae ” RFORMED? 

i= 

3 ou ey Se La Yes TIME 

E 20e, ACCIDENT WAS UNDERLYING [j 20b. DESCRIBE HOW INJURY OCCURED, (Enter nature of injury in Part | or Part Il of item 18.) 

E | OR CONTRIBUTING [] CAUSE OF DEATH 

G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

3 20c, TIME OF INJURY Month, Day, Yeer | 20d. INJURY OCCURRED | 20¢. (County) ~ (Stete) 

a Hour a.m, While Not While 

8 be ene ota 


the ie from™ 


, that (D_(we) last 


ve 196 &&,, Sat claelonnettchiicjed’rar Pech: (vor NS cotnes "End daa diaiesein St neem 
-¥ We 22b, DATE 
ATTENDI! STAFF SIGNED 
mp, | PHYS. DIRECTOR C1 ws. 2 


22c. PHYSICIAN'S 


NAME (Type) D a iy Id 


= 22d, ADDRESS 
kom Krug bb NM _Greewmeunt _ nd. a. 
23a. Sad Capea 2b, DATE THEREOF 23. Ni ‘OF CEMETERY OR CREMATORY, 23d, LOCATION (City, 1 town or county) 
sis 
Buca) S/31 [1964 | Heh, ron, Cemetery ow fan 
DF 25e 


24 FUNERAL a) s mt ADDRESS JEC’D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
“$s 


oat SEP] $hanibag oop. 
[ae sey Se eee ae 


ex 


he funeral director, 


fter deoth: Page 4 
Pages 1 and 2 should be filed with 


¢ 


After this certificote hos been signed by the attending physicion and completely filled in 
Then please remove corbon popers. 


NDING PHYSICIAN: The low requires that the death certificate be executed within 24 hog 


je haspital or ottending physician. 


Lad 


TO FUNERAL DIR 


rior to burial, cremotion, or removol, and in any event within 72 hours °) 


page 3 should be detached far use os the burial-transit permit. 


the registrar p 


TO HOSPITAL ©! 
moy be retaine 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
39583 CERTIFICATE OF DEATH $ loner 


Reg. Dist. No. CS 


1 Sear DEATH 2. Rent gg (Where deceased lived. If institution: Residence before odmissian) 
@. °. 
Carroll MARYLAND Magy land eg le arroll 
b. CITY OR TOWN (it aulside corporate limits, write} ¢. LENGTH OF STAY IN Ib. ¢. CITY OR TOWN (If aulside carporale limits, write RURAL and give nearest lawn) 
RURAL and give nearest tawn) 
Taney town 48 Years ( Taney town 
d. Pa a aS {If nat in haspital, give street address} | d. STREET ADDRESS. ®., ERS 
15 Fairview Avenue 15 Fairview Avenue ves [J No FX] 
3. Lp Ad First Middle Lost ‘4. 7 Manth Day Yeor 
(Type or print) Clarence Leslie Eckard DEATH August 1 19 64 


5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [J | 8. DATE OF BIRTH 9 AGE (in year HE UNDER 1 YEAR IF UNDER 24 HRS. 
yi tast birthday) Min. 
Male White wipowen fe ovorceo (| Febe 11, 1879 85 us 


10a. USUAL OCCUPATION (Give kind af work dane|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most af warking life, even if retired) 
Assistant Funeral Directoe, Funeral Home Carroll County, Md, UsSeAe 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
John W. Eckard Alice Susan Aulthouse 
[i eal leanne SOCIAL SECURITY NO. [17. INFORMANT : : — i neytown, Md, 
No 216-05-2010|Mrs. Margaret Fair, 15 Fairview Ave, 
1B. CAUSE OF DEATH {Enier only ane couse per line far (a), (b). and (c)-] wy INTERVAL BETWEEN, 
PARTI. DEATH MADIATI-CAUSt fol_(209 ie Qeefus/& [ates 


: DUE TO 
Conditions, if ony, which wy QAund ye 5 oT oo Ss Wee 
© 


gave rise ta immediate 
ir DUE TO = 0) = 
the ynder ( } J : ; ip uc - 
; Cueva e fir-Teriodseleras'S ZY d 
Pant ti. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Va}} 19. MASTABTORSY 
j are ‘oO /o a 


2 yes 1] no (@—— 
20b. DESCRIBE HOW INJURY OCCURRED. (Enter netére of injury in Part} or Part 1 of item 18.) 


20a. ACCIDENT WAS UNDERLYING T] 
OR CONTRIBUTING [7 CAUSE OF DEATH 
(IF EXTHER, NOTIFY MEDICAL EXAMINER) 


sr —— ES 
20c. TIME OF INJURY Month, Day, Yeor ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (State) 
Hour a. 1. While Not. while factary, street, affice bldg., etc.) | 
p.m. 19 Jat work [J at work [J i 


21. | certify thot | ottended the deceased from__PS pt, 1992, to deg |... 198 Z,that | last saw the deceased 


MEDICAL CERTIFICATION: 


alive on__. DEG uly 1204 , and that death occurred ate Zap M, from the causes and on the date stated abave. 
ADpRESS (Street, city or town, state} DATE, SiGNED 

seueh 2 mB. —laneugt Riad 14 Alrnrey bas ( ¢/sfey 

PHYSICIAN'S 

NAME (Type) AmD La Thompson 


To. BURIAL. Gy ae ‘2c. NAME OF CEMETERY OR REMTORY 22d. LOCATION (City, town, or county) (State) 
BEEWAY 8/4/64 Lutheran Cemete Taneytown, Carroll Co., Md, 

(ae 7 PORES 2da. REC'D BY REGISTRAR | 24b. REGI: Ty "S SIGHAT! 

A bid Ji: Lite Viitttista PPA ot AUG 5 1964 Polrdey Nveds 


a 2 


Ty Peteted Peeted |) Cee ae ye" 


— 
Sastacela 
—. fe 


et ge 


7 weit 


‘4 Seago ube, 1? 


Ape Olly ee (ER tet om ON eden © > 


at “ 


ohabe nf yarwae x sacipll fas Span theta 
uate 5 Fre 


ae 2 


@ 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


ysician and completely filled in by the funeral 


remove carbon papers. Pages 1 and 
any event, within 72 hours after death. 


hy 


director, page 3 should be detached for use as the burial-transit permit. Then please 
be filed with the State Dept. of Health prior to burial, cremation, or removal, andet 


death, Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending p' 


YR AIS (4) 
20M S-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, eBoy 


995984 CERTIFICATE OF DEATH 
\. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceesed lived, If inslitulion, Residence before edmission) 
Cegger is uit @. STATE b. COUNTY 
Carroll MARYLAND Maryland Carroll _ 
b. CITY OR TOWN [if outside corporete limits, ¢. LENGTH OF STAY IN 1b e. CITY OR TOWN [if outside corporete limits, write RURAL end give neerest town) 
write RURAL end give "ge town) : 
Rural - Sykesville 6 yes. “aay Bt Bey) Keymar _ aoe 
d. NAME OF HOSPITAL OR INSTITUTION (if not in on give zh Sine aes = eee 
pay itols State Hospital ____sunknown ves] NOL] 
A i First ‘d Middle ij Last ) 4. DATE “Month Dey ‘Yeer 
DECEASED ° 
(Type or pit) LINNIE E. EILER DEATH) August 3, 1964 
5. SEX 6. COLOR OR RACE! 7, MARRIED [—] NEVER MARRIEO [_]| 8 DATE OF BIRTH 9. AGE (In yoors (IF UNDER YEAR| IF UNDER 24 HRS. 
lest birthdey) meats Deys | Hours | Min, 
Female White wipoweD fe] pivorceo[]}_ 1-10-73 91 vs | | 


10a. USUAL OCCUPATION (Gi 
done during most of working 


kind of work 
ven if retired) 


10b. KIND OF BUSINESS OR INDUSTRY 


Hi. BIRTHPLACE (County & Stete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 


ousew = Maryland U.S.A. _ 
3. FATHER'S NAME 14, MOTHER’S MAIDEN NAME 
William F. Six Katherine Stambaugh _ = 
15. WAS OECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
{Yes, no, or unkown) | (Ifyes give werordeles cfservice)| 
no - unknown Springfield Hosp. Records, Sykesville, Md. 
1B. CAUSE OF DEATH [Enter only one ceuse per line for (e), (b), and (c).] rs “ INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: ONSET AND DEATH 


IMMEDIATE Cause ¢) Carcinoma of the gall bladder with i Sateaniiie so || 
bueTO to the transverse colon, lungs, liver, and skull | Months 


ns, if eny, which tb) — > | 
geve rise te immediete ceuse | 
| 


{e], steting the underlying ( DUETO 

one ()__Bronchepneumonia Day 
Fa PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ite] 19. WAS Agroest 
=| Schizophrenic reaction, hebephrenic type. Yes no 1] 
= [208 ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pert | or Pert Il of item 18.) 
ee | OR CONTRIBUTING [] CAUSE OF DEATH 
G | EITHER, NOTIFY MEDICAL EXAMINER) 
< 20c. TIME OF INJURY Month, Dey, Yeer 2Dd. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, setsia)y | 208. (City or Town) . (County) (Stete) 
ray Hour e.m, While __ Not While fectory, street, office bldg., otc.) | 
2 Sin. 19 et work [_] et work [_] 1 


. | certify that Of (this pret attended the deceased from... February... 401918, to. August... Oar 1964, that X) (we) last 


19.64, and that death occurred atl. 3. 55M, Barfine causes and on the date stated above. 


saw the deceased alive on. a 
22e. SIGNATURE 22b. DATE 
ATTENDING MED. ‘AFF SIgNeD 
hal mo. |PHYS. [J Director [} Pas. Mugust 3t@h 


22, RNSISIAN =) 22d. ADDRESS: 
iv? Tse a M.D. Springfield State Hospital, Sykesvill 


230. BURIAL, en 23b. DATE THEREOF 23c. DAME OF CEMETERY OR GREATS 23d. LOCATION (City, town or county) ,. 5 (State) 
IL (ShecHfy) 
F~6-/1¢ G ye is 


RAL DIRECTOR’S-SIGHATURE potiss 7 Sa. tie” REGISTRAR | 2Sb. jet 


SIGNATURE 


focat 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
99585 CERTIFICATE OF DEATH RN 356 | 


+ (gs 
E) = ie reAce oF DEATH 2 usual RESIDENCE {Where deceased lived. If institution: Residence before admission) 
é a. b. COUNTY 
"ae M Carroll Novi kiog farylan EN 

= 8 b. CITY OR TOWN (If outside corporote limits, write | c, LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest tawn) 

my RURAL ond give nearest town) 

2 23 Manchester Rural-Manchester 

oa g d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
i S OR INSTITUTION ON_A FARM? 
* ongview Nursing Home 
2 

4 o 3. NAME OF First Middle Lost 

z - DECEASED | 

= east Sere prt) Irene L. Forrester 

om. o S. SEX 6. COLOR OR RACE | 7. 8. DATE OF BIRTH 9. AGE {1 

= a MARRIED [_] NEVER MARRIED [1] a tazeor | 

5 Female | White |wooweg ovorceO | eb, 3, 1887 yee 

s 10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 112. CITIZEN OF WHAT COUNTRY? 

3 during most of working life, even if retired) 

Hy Housewife Virginia USA 

3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

° 

3 Charles Dawson Williametta Coles 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 


(en, _ {IF yes, give wor or dates of service) 213 -10-1 


18, CAUSE OF DEATH [Enter anly one couse per line far fc). (b), ond (c)-] 


PART |. DEATH WAS CAUSED BY: eae as 
IMMEDIATE CAUSE (a). 


INFORMANT Address 


L,. Jackson Forrester, Manchester, Md, 


INTERVAL BETWEEN 


ee a 


Then please remave carban papers. 


the registrar priar to burial, crematian, ar remaval, and in any event within 72 haurs after death. 


a) / DUE TO ‘e 
Conditions, if ony, which by Df 
gove rise to immediote 
cause (a), stating the under: (| PUE TO Vaz = a 
lying couse lost, ae 


NDING PHYSICIAN: The low requires that the death certifi 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and campletely filled in by the funeral director, 


€ 
& 
cs 
335 a Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTORSY 
eT - 
433 a ves] NO fa 
Dies, % [200. ACCIDENT WAS UNDERLYING []__| 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port 1 or Port Il of item 18.) 
£34 & | OR CONTRIBUTING C1 CAUSE OF DEATH 
e228 G |(IF EITHER, NOTIFY MEDICAL EXAMINER) 
ots & [20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, form, | 20f. (City or town) (County) (Stote) 
si¢ = Fister oan. White Not whi foctory, street, office bldg., etc.) | 
5 . 3 p.m. 19 Jot work [1] ot work [J] i 
a5 "i Si Ol Z a lo 
S25 21. | certify that | attended the deceased from. fewer, 19 0 cba ectrass Yay Se , 19% hat | last saw the deceased 
o a 
re $ alive an_ LAA 1 aa 19@: 7 _, and that death occurred at ff" “ey Ame fram the causes and an the date stated abave. 
¢: 7° ADDRESS (Street, city or town, state) ATE SIGNED 
HO ACTUAL mM 3 f= 
53 3 SIGNATUR! mo. 2S WV. M a § a} f= einen. (2Gy (4 
c z 
2543 PHYSICIAN’: te 
sizes || feos Wt Fp Ard MO  Mavchesterw) 
ao 
3 gg se Ro. eNO CaN 2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY Rd. LOCATION {City, town, or county) {Stote) 
>> 8 OVAL {Speci 
=z 
Bae B uria 9-3-6 Manchester Bap : Manches Ma 
i 


Ba 
zy 
La 
es 


Bas L DIRECTOR'S SIGNATURY ADDRESS 2a. a0 REGISTRAR 2ab. Ri rat TRAR'S SIBNATHRE 
3 Pa 5 a : nrg edge. 
SO Z Pamns oa Ma pao EP 2 1964 j 


—, 


funeral 


filled in by the 
papers. Pages 1 


within 72 hours afte 


on 
3 


lease remove carb 


and in any 2 


cremation, or removal, 


I, 


The law requires that the death certificate be executed within @. after death, \ 


ificate has been signed by the attending physician and completely 


director, page 3 should be detached for use as the burial-transit permit. Then p 


should be filed with the State Dept. of Health prior to burial 


OR ATTENDING PHYSICIAN: 


Page 4 may be retained by the hospital or attending physician. 


TO HOSPITAL 
TO FUNERAL DIRECTOR: After this certi 


VR A15 (4) 
15M 4-64 


oe 


— 


Syke svi. lle | 1 day Baltimore pvap rt 
d, NAME OF HOSPITAL OR INSTITUTION (if not In hospital, glve street address) || d. STREET ADDRESS a Ags DENCE 


MARYLAND STATE DEPARTMENT OF HEALTH 
ayEse OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 13568 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
i ll a. sip d. coun c 
MARYLAND Maryland timore City / 
b. CITY OR TOWN (If outside corporate limits, c. LENGTH OF STAY IN 1b || ¢. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 


write RURAL and give nearest town) 


! 
FARM? 


Springfield State Hospital 4621 Park Hts. Ave. yes) _ nod 
3. Nays Aum First Middle Last 4, DATE Month Day Year 
(Type or print) ROSE LEAH FRIEDMAN | OEATH August 19 6, 


5. SEX 6. COLOR OR RACE 9. AGE (In years | IF UNDER 1 YEAR |IF UNDER 24 HRS. 


8. DATE OF BIRTH 
7. MARRIED [X] NEVER MARRIED [_] fart birteday) Hons] eae 


: + Hours | Min. 
Female White wipoweD [_] pivorcep [] | © ~ iS 2. yrs. | 
10a, USUAL OCCUPATION (Give kind of work done| 10D. KIND OF BUSINESS OR Tl. BIRTHPLACE (County & State, or forafgn country) | 12. CITIZEN OF WHAT 
during most of ay; life, even If retired) INOUSTR' TRY? 
= WIFE AT HOME KXAKMAMAX RUSSIA UeSvA-. 


13. FATHER’S NAME 


Abraham Levin 


Goldie (maiden name unk.') 
15. WAS DECEASED EVER INU.S. ARMED FORCES 
(Yes, no, or unkown) i 


14. MOTHER’S MAIDEN NAME 


U 16. SOCIALSECURITY NO. | 17. INFORMANT Address 
(Ifyes give war or dates of service) 7 
No Unk. Records, Springfield State Hospital 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).7 Ee acct 
PART |. DEATH MAS CAUSED ev! Cerebral vascular accident (hemorrhage) 


443 X DUE 10 ; : 
Conditions, If any, which w Hypertensive cardiovascular disease 
gave rise to Immediate 
cause (a), stating the QUE TO 
underlying cause last. (c). 


Years 


Fs PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(a) | 19. HEE Ute 
= oe 

bad Yes] No f] 
= 

i | 20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part J or Part 11 of Item 18.) 

| OR CONTRIBUTING [) CAUSE OF DI 

© | (IF EITHER, NOTH EDICAL EXAMINER) 

z 20¢. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
ray Hour a.m. While Not While factory, street, office bldg., etc.) 

a 

= m. 19 at work[_] at work i 


21. | certify that (1) (this hospital) attended the deceased from. 0. 
saw the deceased alive on__G-7-6), _19__, and that death occurred 42 SO tin 
. SIGNAADRE — 
Ean 1S Soe £ 
22, PHYSICIAN'S 
NAME (Type) 


19___, that (I) (we) fast 
the causes and on the date stated above, 


2b, DATE SIGNED 
ATTENDING MED. STAFF 
pHYs. {| _pirector C] Pays. EX) 


8-7-6 
a ADDRESS Springfield State Jospital 


Antonius G M.D. Sykesvill 
23a. CORA Ao 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
BURIAL |__8/7/64 BETH JACOB FINKSBURG, MARYLAND 
24. FUNERAL DIRECTOR ADDRESS 


Ae ae Sate 


OL LEVINSON & BROS. INC. 6010 REISTERSTOWN RD 


eh 


: gh 
& Soe 
> coD 
oso eeu 
~ a 
5 2 7é 
5 =2 
Bee 
2 as 
Ss = 2 
SS oof 
SON 
2a 
iN ae 
as 
Se So 
& B85 
= £23 
= 25e 
ese 
z & 
ey Aol 
S EEE 
4 aaa 
3 as 
Seok 
c*) Soa 
— 385 
2 2 
2 2a, 
2 ae 
Ss as 
5 se 
oe see 
= ar 
s £2 
a) 20; 
e 2 
= >o 
S252 
su 
£35 0 
£8 


The law requires 


Page 4 may be retained by the hospital or attending phys 


TO FUNERAL DIRECTOR: After this certificate has been si 


should be filed with the State Dept. of Health prior to burial, cremation, or removal 


director, page 3 should be detached for use as the burial-tr: 


10 HOSPITAL 4 ATTENDING PHYSICIAN: 


< 
a 
> 
= 
a 
& 


15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, mr s5G 9 
e 


AQAKes CERTIFICATE OF DEATH 
1. ROUEEY 2. eee (Where deceased ba a Institution: Residence before adarission) 
Carroll MARYLAND * “Waryland Baltimore City 


b. CITY OR TOWN (if outside corporate limits, 
write RURAL and give nearest town) 

s * : 

Sykesville lyr eomos «18¢y |. Baltimore ' ia 

d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) || d. STREET AOORESS 8. ee tennis 


c, LENGTH OF STAY IN 1b |} c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 


Springfield State Hospital 1905 E. Belved@re Ave. yes{]_ no Gd 
3. Beers First Middle Last 4. USS Month Day Year 
(ype or print) HENRY JAMES GERMACK | DEATH August 6 19 64 
5. SEX 6. COLOR OR RACE | 7, MarRieO Ge) NEVER EDI] | & DATE OF BIRTH 3. AGE (In years | IFUNOER 1 VEAR |IFUNOER 24 ARS. 
#5 3 Prey aioe) fal last birthday) (Months | Days | Hours | Min. 
Malle White WwIooweD [7] pivorceD[]| 1-2);~1896 yrs. | 
10a, USUAL OCCUPATION (Glve kind of work done] 10b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INOUSTRY | COUNTRY? 
Retired employee, City |of Baltimore Maryland U.S.A. 
13. FATHER’S NAME Tay | MOTRER'§ MAIDEN NAME 
John Germack | pay ehl 
GAS DECEASED EVERINU'S: ARMED FORCES? 16. SOCIAL SECURITYHO. | 47. ag ‘Address 
es 4 ., Ma: G ne. + F 
Yes--larines--Date unk.| 220-07-3933|A_ “Kecords, ‘so SAG nm Se Hospital 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] Tea ne 
PART I. DEATH MOISE Gauge @)__Aneurysm, left ventricle weeks 
HL QO,S DUE To 
Conditions, If any, which (0). Arteriosclerotic heart disease |_ years 


gave rise to Immediate 

cause (a), stating the ( DUE TO 4 

underlying cause last, (Coronary and general arteriosclerosis, severe years 

Fe a a JO OEATH BUT NOTRE! Me Ei lee cu ITION GIVEN IN PART 1(a) |19. WAS AUTOPSY 
associated wit cerebral artert osc rosis, with psychotic reaction ves nO [ 


no [7] 


20a, ACCIDENT WAS UNDERLYING Ea 
OR CONTRIBUTING (| CAUSE OF DEATH 
(IF EITHER, NOTH EOICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part I or Part 11 of Item 18.) 


20d. INJURY OCCURRED | 20. PLACE OF INJURY (Home, farm, 
Hour a.m. While Not While factory, street, office bidg., etc.) 
p.m, 19 at work] at work [| 


21. | certify that (1) (this hospital) attended the deceased from__2—1U. 8-6-6) 19, that (1) (we) last 


» 29. Ir 
saw the ee alive on__8=G6-6); __19 _, and that death occurred Reser y: 32 ME Hom the causes and on the date stated above. 


20f. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


22a. SIGNA 22b. DATE SIGNED 
SEO" Moe HAF | 8-7-5h 
OH MNES Springfield State Hospital 


Ye - 
22c. PHYSICIAN'S 
NAME (Type) 


Antonius Glah! 


23a. BURIAL, CREMATION,| 23b. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) Gtate) 
REMOVAL (Specify) ‘ 
i 8.10.64 Woodlawn Cemete B 


24. rec hibaran AOORESS 25a. 7D. BY. BOR gle wears SreRRTORE——— 
AUETTO 10§4 / Merde Meee 


LEONARD J. RUCK, IN 


DATE 


A 


should be detached for use as the bi 


Page 4 may be retained by the hospital or attending physician. 
‘tor, page 3 


TO FUNERAL DIRECTOR: After this certificate has been s! 


TO HOSPITAL ‘ ATTENDING PHYSICIAN: The law requires that the death certificate be executed within é hours after death. 
direc’ 


VR AI5 (4) 
15M 4-64 


should be filed with the State Dept. of Health prior to bu 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, Kivi 


aa 09588 CERTIFICATE OF DEATH 18540 
ES 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: a admission) 
5 
ene ‘caeHo11 vamp || Miiryland BaD ore J 
ees Db. ee uf pee. cor Torey limits, c. LENGTH OF STAY IN tb || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
if 
228 syke: A EE) S Yrs.6 Mis. Baltimore City Sites Free 
3 #n @, NAME OF HOSPITAL OR INSTITUTION (if not In hospital, glve street address) || d. STREET ADDRESS a Bi eet 8 
a 
ERs Spring Field State Hospital None ss 44 eed 
S 
Sse 3. NAME OF First Middle tast 4 DATE Month Day Year 
S82 (ype or print) Sadie Gladstone Death «= Auge I 19 & 
Ses Shénale 6. COLOR OR'RACE | 7, MARRIED [] NEVER MARRIED ®,_ DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR|IF UNDER 24 HRS. 
ue Ww 1/15/19 lasgpirthday) \wonths | Days | Hours | Min, 
Be wipowep [7] DIVORCED oo yrs. 
<— =] 10a, USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT Wi 
22 during most of Tiel Iife, even If retired) INDUSTRY OUNTBY? 
= 7 louse Russda 
Eog 13. FATHER’S ian 14, MOTHER'S MAIDEN NAME 
BEB Sam Gladstone Mindle 
coete & WASDEGERSEDEVER INU 'S;ARMEDFORCES? 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Adaress 
= ‘oF unkown: 'yes give war or dates of service) 
SES iio! | Records —-Spring Field State Hospital 
s 
Bee 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
Bas PART |. DEATH WAS CAUSED BY: yaseular Accident HSL 
Bas IMMEDIATE CAUSE i Creeps oe 
So . 
2 : x DUE TO i: 
i= / 
a Conditions, If any, which (b). ypertension 


gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last, {c) 


Hour am, factory, street, office bidg., etc.) 


m1. 19 


3 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TODEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19. bE) 
= $. 

g Schizophrenic Reaction Paranoid Type, Diavetes Mellitus yes [-] NO 

| 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part Il of Item 18.) 

6] OR CONTRIBUTING CAUSE OF DEAT! 

© | (IF EITHER, NOT! EDICAL EXAMINER) 

z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
“4 

= 


While Not While 
at work L_] 


at work 


21. 1 certify that (1) (this h alta ittended the deceased from. _, 19>, that (I) (we) last 


saw the ie alive i and that death occurred pee athe causes and on the date stated above. 


. SIGN = a prey ED bgp 
ATTENDING MED. STAFF 
ys. J _pirecror [1] Puvs. wif] 
ote osc 22d. ADDRESS 

} NAME (Type) 

! —__ Spring Field State Hospital 
yh 23a. BURIAL CREMATION, \A 23b. DATE THEREOF ME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) (State) 
‘> pec x le _ = 

\ AX 3, “4 SOS € DALE QT MORE PAD 
ON iL DIRECTOR Ss 4 25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
SS Y 


MARYLAND STATE DEPARTMENT OF HEALTH 
99 wi jon of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


FOR STATE MEDICAL EXAMINER’S CERTIFICATE OF DEATH 1350] 
HEALTH D 1.” PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
2 a. STATE. b. COUNTY 

ees Carroll MARYLAND Maryland Alle 

ss a os ‘D. CITY OR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN 1b |! c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 

gee £3 write Rl and, giv nearash town Ma 

eoF gs THE. A“ 
eo: iy ae d. NAME OF HOSPITAL OR INSTITUTION (If not In eat , glve street address) || d. STREET ADDRESS 8, 1S RESIDENCE 

2 oo @ ; A 

poe 38 Carroll County General Hospital yes] noi] 

coh ie gee 3. NAME OF First Middle Last 4. DATE Month Day ‘Year 

paz = ype or print Daniel L Glass DEATH 19 

ave = e ee 18 5 

=vg = 5. SEX 6. COLOR OR RACE | 7, MARRIED [~] NEVER MARRIED fr] | 8 DATE OF BIRTH 9. AGE (In Years | FUNDER 1 YEAR|IF UNDER 24 HRS. 

28s 2 . last birthday) [Months] Days | Hours Min, 

= ee Male White WIDOWED [] DIVORCED {7} ‘ Qh 9 if if yrs. 

Bus ‘10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR Ii. BIRTHPLACE (tate Or forelen country) 12, CITIZEN OF WHAT 

5 2S during most of working life, even If retired) INDUSTRY COUNTRY? 

£5 ~ Student School Mary ang. Usa—_ 

oss 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 

5 

2538 i Doris Finzel 

ets 15. WAS DECEASEDEVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 

= (Yes, no, of unkown) | Cif yes give war or dates of service) 
es 
Sk No Sate = a Mr, F 


= 
2 
a 
2 
os 
3S 
2 
4 
cy 
o 
a 
= 
=] 
Ss 
a 
a 
2 
2 
rt 
3 
= 
i 


TO DEPUTY A. EXAMINER: Thi 


“pending” in pent 


ge 4 should be forwarded to the Chief Medical Examine 


retained for your files. 
TO FUNERAL DIRECTOR: Page 3 should 


Fae the certificate, writing the word 
a 


please ex 
director. 


VR AISME 
3500 4-64 \ 


18, CAUSE OF DEATH [Enter only one cause 
PART |. DEATH WAS CAUSED BY: 


Hine for (a), (b), EEN 


IMMEDIATE CAUSE (a). a 
i of DUE TO 
If any, which (b). 


gave rise to immediate 
cause (a), stating the {( DUE TO 
underlying cause last. (c) 


to burial, cremation, or removal, and in any event wi 


be used as a burial-transit permit. File pages 1 and 2 


& | PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THETERMINAL DISEASE CONDITIONGIVENINPART (2) 19. WAS AUTOPSY 
= 2 
68 yes [] No fR} 

5 © | 90a, EXTERNAL CAUSE WAS 208, TBE HOW INJURY OGODRRED. (eiter nature ofAnlujy Jp Pa TLorgtem 18, 
2 | Palivany Mf or CONTRIBUTING C] pig ; prt bg ycle- 
5 S| CAUSE OM DEATH. me a 

2 | Zoe. TIME OF INTURY Month, Day, Year | 20d. INJURY OGEURRED |200, PLACE OF INJURY Home, fafm,) 20F. (CIty or town) (Coahty) (State 

= Ho < oO ictory, t, office bidg., etc.) Creel 

FA While. — Not While ca: 

= 


Inspection Inqyi (_], and In my opinion 


Accident V4 Suicide [], Homiclde [], Undetermined manner [_] 
t CHIEF MEDICAL EXAMINER [_] SF 
_p, ASSISTANT MEDICAL EXAMINER [] . 


) ‘ 22. DATE SIGi 
: DEPUTY MEDICAL EXAMINER (ible é 
Ee eh ere Address (Street, city, town, ér cou Lae 
23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


75a. REC'D BY 5b. re wkend — 
care AUG vats 19 4 fe tennlag Pudge. 


ACTUAL 
SIGNATUR! 


EXAMINER’S 
NAME (Type). 


23a. BURIAL, CREMATION, 


REMOYAL (Specify) 
Bur Tat 


Lal A 
24, INERAL DIRECTOR 7 ODRESS 
Many Ua dakar, 


23b. DATE THEREOF 


of Health or its designated agent, 


filled in by the funeral 
lease remove carbon papers. Pages 1 7 
and in any event, within 72 hours aft 


seal and completely 
p 


transit peri 


ed by the attending pl 
should be detached for use as the burial-transit permit. 


al 


The law requires that the death certificate be executed within d hours after deattf. 
b 


Page 4 may be retained by the hospital or attending physician. 


hould be detached f th 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


TO FUNERAL DIRECTOR: After this certificate has been si 
director, page 3 


VR ALS (4) 
15M 4-64 


pe 


should be filed with the State Dept. of Health prior to burial, cremation, or 


y. 


MARYLAND STATE DEPARTMENT OF HEALTH 
i OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


wisl 
CERTIFICATE OF DEATH 


993 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
bath se ss) a. STATE b. COUNTY 
Carroll MARYLAND 


Marylan paitinore City ar 
©. CITY OR TOWN (If outside corporate limits, write RURAL and give néarest town) 


'b. CITY OR TOWN (If outside corparate limits, c. LENGTH OF STAY IN 1b 
write RURAL and give nearest town) 


Salesman Cho th iN & Maryland 


Sykesville Byrs.7mos.2dyp. _ Baltimore pug 
@. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS 6. 1S RESIDENCE 
Springfield State Hospita} OS. Paca St. ves) wold 
3. NAME OF First Middle Last © DATE Month Day ‘Year 
(Type or print) BENJAMIN (NMN) GOODMAN DEATH August 19 6h 
5, SEX & COLOR OR RACE | 7. MARRIED [7] NEVER MARRIED[—]] & DATE OF BIRTH 9, AGE (In years [IFUNDER1 YEAR|IF UNDER 24¢HRS. 
= Reval QO O by irthday) Months | Days | Hours | Min. 
Male White widoweD [7] pivorceofx]| 2-11-1895 yrs. 
10a, USUAL OCCUPATION (Give kind of work done | 10. KIND OF BUSINESS OR Ti. BIRTHPLACE (County & State, or foreign country) ) 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY . COUNTRY? 


Usdele 


13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Soloman Goodman Betty Fried 
Gf, NAS DECENSED EVERINUS-ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17.” INFORMANT Address 
0, ‘yes give war or dates of service! i = 7 
No Unk. Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (0), and (c).. INTERVAL BETWEEN | 
PART |. DEATH WAS CAUSED BY: G : +5 apes oe ONSEE Oe 
IMMEDIATE CAUSE (a) VEL COTSA ombosis - 
A 
PIA DUE TO : ‘ 
Conditions, If any, which @ Cerebral arteriosclerosis Years 


gave rise to Immediate 

cause (a), stating the DUE TO P a . 

underlying cause last. (c). Generalized arteriosclerosis Years 

PART 1, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19, re ad 
Schizophrenia, paranoid type. Bronchopneumonia. ves EI] ent 

20a. ACCIDENT WAS UNDERLYING Fri 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part Il of Item 18.) 


OR CONTRIBUTING [7] CAUSE OF DI 
(IF EITHER, NOTH EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 
Hour a.m, 
p.m. 19 
21. | certify that (I) (this hospital) attended the deceased from 


, WQ- ¥ 
saw the deceased alive on___O=!-Gl, 19 _, and that death occurred Me 0 
22a. SIGNATURE 


20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 


20. (City or town) (County) (State) 
while Not While factory, street, office bldg., etc.) 
at work O at work O] 


MEDICAL CERTIFICATION 


19____, that (I) (we) last 


the causes and on the date stated above. 
22. DATE SIGNED 


4 y e z 
L ” Ll TEND! MED. STAFF ane 
QZ j kiueg wo. BAYS’) Bintoror C] PHvS. 8-4-6 


j 22d. ADDRESS Springfield otate Hospital 
Octavio A. Ruiz, M. D. | 5 i Mi 


22c. PHYSICIAN'S 
NAME (Type) 


23a. Cty sel ad 23b. DATE THEREOF 
REMOV: 


23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
fSpeclty) — 


4% fer. 4B RAL 


‘CTOR ? : 25a. REC'D BY REGISTRAR| 25b. REGISTRAR’S Sicha RE 
EP eswig me glee bike Cl lyme WG 6 194 fore Nate 


en 


é 


TO HOSPITAl 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


09591 CERTIFICATE OF DEATH Qn 7: 
ince Befora edmission) 


iS 


~ 


s == = 
s 1. PLACE OF DEATH 2, USUAL RESIDENCE (Whore deceased lived, If institution: Re 
a «. COUNTY a. STATE b, COUNTY 
3 zi MARYLAND || _ Mar yland 7 7 
2 B. CITY OR TOWN [if outside corporate limits, ¢. LENGTH OF STAYIN Ib ||, CITY au TOWN (If outside corporate limits, write RURAL end give neares! town) 
a write RURAL and give nearest town) 
Nn 
« woe eee |* Rural-Manchester s 
d. NAME OF HOSPITAL On INSTITUTION (if not in ‘hospitel, give Hreet eddress) { od. STREET ADDRESS @. IS RESIDENCE 


ON A FARM? 


id completely filled in by the funeral 


he burial-transit permit. Then please remove carbon papers. Pages 1 and 2 should 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 72 hours after deat! 


ya ome Lineboro Road * Einebore Rext war oe 
s |. NAME OF Middle Last [4 DATE “Month Bay 
> " DECEASED OF 
3 (Type or print) _ Cor _ . i (DEATH 8 uv? 196, 
i 6 COLOR OR RACE|7, sapRieD [af NEVER MARRIED []| ©: RES pints 9. AGE (In yoars )IF UNDER 1 YEAR| IF UNDER 24 HRS. 
i 2 lest birthday) |"Months| Days | Hours | Min. 
e White wow] pivorceo(] |May 17, 1905 yn. | 
8 § Wa. USUAL OCCUPATION (Give kind of work | 1Db. KIND OF BUSINESS OR INDUSTRY | tI. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
= done during most of working life, even if retired) 
5 Housewife | North Cgrolina Sc ae 
bs 13. FATHER’S NAME | 14. MOTHER'S MAIDEN NAME : 
= | 
8 John Buchanan : - | Diana Woody c : 
ia 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address ad = 
= TYes, no, or unkown) | ityesgivewererdetesofservice)¥9 Mf. ae a 
No = °7 Ernest E. Gouge Manchester RD1, Md. 
<= 18, CAUSE OF DEATH [Enter only one cause pi INT > 


cian, 
ificate has been signed by the attending physic’ 


PART |. DEATH WAS CAUSED BY; 
IMMEDIATE CAUSE je) 


«pith ays nese cok Sea 


DUE TO = 
Conditions, if any, whieh (b) (Ce Des Y o-tenky, [Qeeezerg Sy 16. 
‘gave tise to immediete couse —- de - aod 


{e), stating the underlying 
cause last. +. te 


Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1le)| 19. WA 
a <a, od ERFO! 

= 

s yes [] NO re 

= [2be. ACCIDENT WAS UNDERLYING [] | 2Db. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert I or Par Il of item 1B.) ' 

& | OR CONTRIBUTING [] CAUSE OF DEATH 

G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

= ‘ ee 2. 

& [20 TIME OF INJURY — Month, Dey, Year | 2Dd. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ferm, | 2DI. (City or town) (County) (State) 

a Hour e.m. 

z 


While Not While | fectory, street, office bldg., ete. Hu 


on ot work [_] et work 


be retained by the hospital or attending physi 


bad 
TO FUNERAL DIRECTOR: After this ceri 


ATTENDING PHYSICIAN: The law require: 


21. 1 certify that {(I}) (this ia ital) attended the deceased from... LARA... " oT, to. ee paces , 198%, that EY (we) last 
saw the deceased alive on. Cece, £ 19A¥.. ., and thal death occurred at 0.4M, from the dduses and on the date stated above. 
Zie. SIGNATU 7b. DATE 
tO HY HA OW 7.0 mS oR DIRECTOR Oo ams 43 of 
22c. PHYSICIAN'S 224. A 
Aawcheste 


raat WHE 9 4 eal 
i A 
23d. LOCATION (City, town or county) (Stete) 


93a. BURIAL, CREMATION, | 23b. DATE THEREOF Res NAME OF CEMETERY OR -CREMATORY— 
Mae 


REMOVAL (Specify) 


director, page 3 should be detached for use as # 


death, Paye 


VR AIS (4) 


5, LF DIRECTOR'S SIGNATUR i6= ADDRESS 
ISM 7-62 


Eline Sond Hampstead, Md. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


n CERTIFICATE OF DEATH 13574 


1, PLACE or DEATH : 2. USUAL RESIDENCE (Where deceased lived, If Institution, Residence before admission) 
b. CITY OR TOWN [if outside corporate limits, c, LENGTH OF STAY IN Ib 


2. COU b. at Cal _ 
s T outside 2 Timés, writg RURAL and give neeres! Town 

Abe? Pisgghe. write RYRAL end give nearest town] ES AO AT ne 

| d. NAME OF HOSPIT. eee in Kospital, give afc Hih f] d, STREE cael. e. 15 RESIDENCE 


— 


Id 


MARYLAND 


in 24 hours after 


ON A FARM? 


rs ee 


‘@ 


e attending physician and completely filled in by the funeral 


Then please remove carbon papers. Pages 1 and 2 


“NAME OF Age A Middle Lest 


" DECEASED : 4 DATE Month 
—e oe: ETTA GREED Bam 3/9 be 
5 6. COLOR OR RACE(7, MARRIED ZEPNEVER MARRIED = 8. DATE OF BIRTH AGE (In Bs a hae Ba 2 
wwowr[] __ pivorceo [] pe 


event, within 72 hours after dea’ 


i. USUAL OCCUPATION (Give kind of work 
J ife, everif d) 


10b. KIND OF BUSINESS OR INDUSTRY HPLACE icaunty & Stete, or lorei 


all aE ee 


a 12. ie OF WHAT COUNTRY? 


a) ee 3/995 AG 


14, A vaed AME 


21. I certify that (I) (this hospital) attended the degeased from... 19.28 to... Lh. i that (1) (we) last 


19. i and that date cite Ze, from the caffses and on the date stated above, 


22b. DATE 
SIGNED 


saw the deceased alive on 


death, Page 4 may be retained by the hos; 
TO FUNERAL DIRECTOR: After this cer 


ATTENDING MED, STAFF 


Wi Gms Fay hy 


3 
3 
o 
x 
o 
o 
2 
2 
7 
2 
5 
8 é 
= & . 
$ 44 
.3 
$ oak Liki Le LA DA i ae 
2 = Al or 16. SOCIAL SECURITY NO.| 17. INF e ANT. ‘Agdress G A € 
= > rer or dates of service) a 
B.2°? P2-flL TLh hid Ss , Cte lal ee 
is Tete SE OF DEATH [Enter only one “Ed 7 “line for (e} 4(b) vend ce | Miehvas anya 
ee) 3 4 tbl AY At 
ee 6 PART |. DEATH WAS CAUSED BY: eS: mo 
aSBee IMMEDIATE CAUSE {e) (a) y Ode OA fe tawebed laa 1G8 
M4 eae fuip DK DUE TO 
zs z& Conditions, it ony, which o_ a Cri nies Arr ?- As ey GSS 
os ay gave rise to immediate cause 
== iS : (e), stating the underlying ( DUETO 
= 52s cause last. te 
pe 2 aa z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Iie] | 19. WAS AUTOPSY 
= Se A ——— a 
Seee5 0 < ves []_No [ef 
2 aS © [20e. ACCIDENT WAS UNDERLYING [J | 20b, DESCRIBE HOW INJURY OCCURED. (Enior neture of injury in Port | or Pert Il of item 1B.) 5 ~ in o 
S. OP CONTRIBUTING [1] CAUSE OF DEATH 
a B38 6 (IF EITHER, NOTIFY MEDICAL EXAMINER) 
e $= 3 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INKIRY OCCURRED | 200. PLACE OF INJURY (Home, farm, | 20f. {City or town) | (County) (Siete) 
g Bs 5 ise otha: While __ Not While fectory, street, office bldg., etc.) | 
e 3. <4 ee 8 at work ["] at work [-] i 
Regsa 
PP = 
38 
oa 
o2 
ne 4 
Pes 
as 
$3 
B= 
o8 


TO HOSPITA! 


23a, 5 ATE Ti a 23¢. NAME A Ye pn ¥ OR CREMATORY ~~ 133d, LOCATION ing, 13 town oj i A sp te) 
Ran, ae 3 WA WA A 
24 FUNERAL DIRECTOR’! = veg fae 25a, 


OES i aa 


VR AIS (4) 
15M 7,61 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


29593 CERTIFICATE OF DEATH 13575 


1. PLACE OF DEATH 
a. COUNTY Carroll 


|| 2. USUAL RESIDENCE (Where deceased lived, If institution, Residence before sana a 
a. STATE b. COUNTY 


Baltimore _ 


MARYLAND 


24 hours after 
in by the funeral 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages 1 and 2 should 


3 b. CITY OR TOWN (if outside corporate limits, "|. LENGTH OF STAYIN 1b || ¢. CITY OR TOWN (If outside corporete limits, write RURAL and give nearest town) 

3 write RURAL and wT Te town) 

: Sykesvill yrs. 5mos .21dyp Baltimore 1k oa 
4 5 d. NAME OF HOSPITAL OR Te iON (if not in hospitel, give street eddress) d. STREET ADDRESS beau 

“ ol Mi 

as Springfield State Hospital 3000 Linwood Ave. _ iw oe 

om 3. NAME OF First Middle lest 4, DATE Month Day ‘Yeer 

& DECEASED a ’ | Or 

ss (ype or erin) Mildred Elizabeth Grillone | DEATH ; August ay 

= 5. SEX "16. COLOR OR RACE| 7. | MARRIED [] NEVER MARRIED Dl 8. DATE OF BIRTH 9. AGE (tn years | IF UNDER t YEAR 

Fy Jest birthday) (Months) Deys | Hours | Min. 

female white wipowep [} _ivorcep {X] 3-25-20 ieee ieee ee 


Wa, USUAL OCCUPATION (Give kind of work | TOb. KIND OF BUSINESS OR INDUSTRY | T1. BIRTHPLACE (County & State, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired} | 


tO 2g 


.«» and that death occurred e 


21. 1 certify thai (I) (this hospital) attended the deceased from... 


eons 7 mh... 19.02, that (1) (we) last 
*B-17.-6),.19.. ts: Mm; Pt 


saw the deceased alive on... m the causes and on the date oi ce 


3 
: 
s 
a 4 
. eS 
§ 33k 
a > Registered nurse | Maryland | U.S.A. 
= = 13. FATHER’S NAME ; ‘. | 14. MOTHER'S MAIDEN NAME. - i 
Re £ 
3 2 August Rassa | Anna Bloberger 
o = us WAS ee te IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.) 17. INFORMANT 79 Address 
oe ae fas, no, wn) | (Ifyesgivawererdetes ofservico) 
s 3 WO | 220=09-4687| Records, Springfield State Hospital 
= 5 18. CAUSE OF DEATH [Enter only one couse per line for (e), (b], end (c).] ") INTERVAL BETWEEN 
3 . PART |, DEATH WAS CAUSED BY: F — Se aces 
Sey 85 immeniatt cause o) ASphyxiation due to’ occlusion of larynx bya 3 = 
S555 } curro ©. portion of frankfurter 
ze e Conditions, if any, which {b) s 
at § Gava rise te Immediote couse | 
£9 4 ing the underlying 
Faesiw er 2 «Multiple Sclerosis years = 
a 5 a Zz ote OTHER SSICART george: TONS CONTRIBUTING TO REATH BUT ee RELATED TO THE JfRMINAL DISEASE COND| oy Tey IN PART 1(0)| 19. WAS ‘AUTOPSY 
SaSeo CNG G.Be8! assoc», W ‘uncertain cause, m nie 
Ose,, /|§|sclerosis, with “psyel ce reac ves fj NOL] 
ue 2” | [ 200. ACCIDENT WAS UNDERLYING L] | 20b. DESCRI6E HOW at OCCURED. {Enter nature of injury in Part | or Part Il of item 18.) 
ca a a & | oR CONTRIBUTING [] CAUSE OF DEATH 
ise £ G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
UF 8 s 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, ° 20f. (City or town) ~ (County) ~ (Siete) 
Zp = rt oeres ms While Not While fectory, street, office bldg., etc.) | 
a2 3 3 19 et work [_] at work [_] | 
qe a 
hoes 
eSO3o 
= 
a 
2 
s 
ES 
3 
& 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and complete! 


ci ¢ a 
‘ ATTENDING MED. STAFF * GNeD 
e Lane ctner = M&M Mp. | PHYS. {1 __ pirector ne PHYS, rae § 1% cy "4 
o 22¢. PHYSICIAN'S 22d, wireovitt ai St t He ital 
Ho . 4 ie. ate Hosp 
Ets / Name (hee! Francisco Pifqueras, ee _|- Sykes ryland oS 
gz Ded ao 23b. DATE THEREOF | OF FEMETERY OR CREM TORY 23d. TION (City, town or counly) rai 
ra pec! 
o® < at iy Toe <rer nd. eo 
Lal 


24 FUNERAL taal ged SIGNATURE sce 


ie LLyanstSin __ 590%. farford RE | 


me 


R AIS (4) 


a AT BO 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
9596 CERTIFICATE OF DEATH neg, ow. O00 


od 


~ £ 
& +5 1. PLACE QF DEATH 2. USUAL RESIDENCE (Where |. If institution, Residence before admission 
3 z 0. COUNTY wens °. b. COUNTY 
4 & a 
a ® b. CITY OR et {If outside corporote limits, write i Ge OF STAY IN 1b c. CITY OR TOWN IF outside corporate limits, write RURAL ond give nearest town) 
8 eel RAt and give neares} tawn) 
a) b] 
= 3 LX i 
ra 2 dY NAME OF HOSPIJAL (if not in hospitol, give street [@o fd. STREET ADDRESS e. IS RESIDENCE 
a y OR INSTITUTIO : ON A FARM 
2 i, yes (] NO 
e 
z 5 3. NAME OF id t First _Hiddle + 4. DATE Month Do Year 
é "4 veecantian) St js f fas = SEATH tht; Z 19 6 ie 
3 2 S. SEX 6. COLOR OR RACE |7. MARRIED [ARNEVER MARRIED (-] | 8. DATE OF BIRTH 9. AGE (In yosi/ |IF UNDER YEAR] IF UNDER 24 HR 


4 Months| Doys | Hours Mi 


12. y)) OF WHAT COUNTRY? 


UW uS A: 
be gle Pies 


Address 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave carban papers. 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haurs after death. 


13. FARMER'S NAME 
16, SOCIAL SECURITY NO. | INFORMANT 
. give wor or dat = 
PART |. DEATH WAS CAUSED BY: 
ie ee am 
gove rise ta immediote( . o 


) i LY wipowed [J DIVORCED [] Cor Lh- (ST7\|"¥ 
10a. USUAL OCEUPATIGN (Give kind of work dane] 10b, KilxO AY oo BUSINESS OR INDUSTRY] 11. BIRTHPLACE (Stote or foreign c: mo 
dori 9 life, eyen if retired) 
Narre oft 
i V4 HQTHER'S MAIDEN 7 
y 
y : tej 
15. WAS DECEASED, ER INU. S. ARMED 
OTEK Meo 
18. CAUSE OF DEATH [Enter only one cause per line For (a), (b), ond (c).] C t 
IMMEDIATE CAUSE off Dawn en ee, fieceptes 
E> A / 
Jit} ¥ DUE To < 
Fae ie 
Conditions, if any, which (by Prvtrhent- C-thrry,. id 
couse (0), stating the under: 
lying cause last. ©). 


permit. 


After this certificate has been signed by the attending physician and campletely filled in by the funeral 


NDING PHYSICIAN: The law requires that the death certificate be executed withi 


i= 

iJ 

= ra Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)|19. WAS AUTOPSY 
ES = 

got ot ves[] NO fe 
fe = ] 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port Il af item 1B.) 

5 & | OR CONTRIBUTING C] CAUSE OF DEATH 

H © |(IF EITHER, NOTIFY MEDICAL EXAMINER) 

i) & [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED — |20e. PLACE OF INJURY (Home, form, | 20F. (City ar town) (County) (State) 
= 3 Hour 0. m. While Not while factory, street, office bldg., etc.) H 

3 = fat wark [7] at work 

‘a 

a 

3 

Ps 

© 


21. | certify thgt | attended the deceased fram.__ se) By Ses te Mthat | last saw the deceased 
alive on “£17 Ss. Beer te 5 Wee, and that death accurred at 3/34 4M, fram the causes and an the date stated abave. 


= 


page 3 shauld be detached far use as the burial-transi 


) ly Cc ADDRESS (Street, city ar tawn, state) PY, PY, 
5 4A val Wv v st 
ar SIGNATURE Ww MD. he: eee ela S MAin § ST MELE 
51 
ws PHYSICIAN'S Ww | F A 
oa NAME (Type), G é rq {i 
< d é bal 
ay 720. BURIAL, CREMATION, | 220. DATE THEREOF 7c. NAME OF = ‘OR CREMATORY CATION (City, tawp, 3 ‘count PBigte) 
ay OVA onsite) ny, a 6 yy, 
a2 CLiLs 4 74 
Eo tet. ZY a cx 
er 


TO HOSPITAL OR 


< 
a 


Fi ie, DIRECTORS SIGNATUR nf ADDRES: ‘2da. REC'D BY REGISTRAR ‘24b. REGISTRAR'S SIGNATURE 
AIS (4) 12 -Fhele Y (| ? 
SM 9/SB +f vafh ae 
5 v 


@ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


ooh 


28 hours after death. 


ae 05595 CERTIFICATE OF DEATH 13577. 
ts 
22 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Restdence before admission) 
eer nt BR eeeLL a. STA eet b. ae 
oS MARYLAND fa n altimore Cita 
ees b. CITY OR TDWN (If outside Sorpatate limits, c. LENGTH OF STAY IN 1b || c. CITY OR Tai (If outside corporate limits, write RURAL and give néarest town) 
Bee write RURAL and give nearest town) § 
= 3 Sykesville 2mos -28dys. Baltimore Jih | F- 
sin . NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS 6. TS RESIDENCE 
= ~ nm. 2 : ‘4 
Ess Springfield State Hospital 211) Wilhelm St. ‘lols 
ae 
ss 3. NAME DF First Middle Last 4. DATE Month Day Year 
saF DECEASED : OF 
ee peeee | Sane orserint) HENRY (NEN) HACK DEATH __ August 3 19 6); 
Sof 5. SEX 6. COLOR OR RACE | 7, MARRIED [-] NEVER MARRIED %._ DATE OF BIRTH 5. AGE (In years] FUNDER 1 YEAR|IF UNDER 24 HRS. 
of . 4-16-1896 last birthday) [Months | Days | Hours | Min. 
EES Male White wipoweD [7] DIVORCED [_} 68 yrs. | | 
= 108. USUAL OCCUPATION (GiveKind of workdone 10b. KIND OF BUSINESS OR Ii. BIRTHPLACE (County & State, or forelon country) | 12. CITIZEN OF WHAT 
s 35 during most of working life, even If retired) INDUSTRY VE Ma la 4a COUNTRY? 
eas None G . ry lan U.S Ae 
2 Se 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
ze unkes Adee 2 ie é. 
Ee 2 SOM ae Unk. AL WJUELZAG/. 
z. 15. WAS DECEASED EVER INU.S.ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address x 
ha (Yes, no, or unkown) | (If yes give war or dates of service) F 
S E 8S World War I Unk. Records, Springfield State Hospital 
a oa 18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
ze PART |. DEATH WAS CAUSED BY: : : pap ie 2 bet 
S58 es IMMEDIATE CAUSE (2)__ATrteriosclerotic cardiovascular disease years 
on e 

TAAL DUE TO 


Conditions, If any, which 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (c). 


b). 


2 

ed 

ra 

= 

2 

a 

2 

= s PART ||. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOTRELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART l(a) [19. Pea 
2 C|s) Pulmonary tuberculosis, active. YES fa no [J 
oS z _ if of 9 

cs = 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part 11 of Item 18.) 

4 & | OR CONTRIBUTING (] CAUSE OF DEATH 

c=) © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

4 3 2Dc. TIME OF INJURY Month, Day, Year | 2Dd. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
a a Hour a.m, factory, street, office bidg., etc.) 

- ral While — Not While 

£ = p.m, 19 at work O at work 

< 


21. | certify that (I) (this hospital) attended the deceased from ¥, apne 19___., that (1) (we) last 
B= 19____, and that death occurred a DH: rom the causes and on the date stated above. 


saw.the deceased alive pI 
SIGNATURE . 7 L 22b. DATE SIGNED 
Le LRAT VO no, HEM Boron Bi BS Bob~6l 

~~ PHYSICIAN'S 


22d, ADDRESS in, + ot ti Hospi 
NAME (ye) Julian Radeykewyez, M.D. pc te pes ails 


23a. Su CREMATION 23b. DATE THEREOF 23c. NAME OF CEMETERY CREMATORY | 23d. LOCATION (City, town or county) (State) 
Berger | B-Mu— CY | Nev Co ee al |\Behfprrorve 
PAODRE 


229 BGR DIRE, glo Hawt One! 252. Ae’ Fong via stitch, 
Cerca 7, eller 22 [of Cudlaich Gre | ome & Wp4 po baa 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: 
should be filed with the State Dept. of Health prior to burial, cremation, or remova 


director, page 3 should be detached for use as the burial: 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 


DA 


vr A15 (4) ( WY 
ism 4-64 \\ 


MARYLAND STATE DEPARTMENT OF REALTN 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


99596 CERTIFICATE OF DEATH 13578 


=_— 


. = = 2 
& s 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceesed lived, H institution: Residence before edmission) 
a COUT a. STATE b. COUNTY 
ge Carroll _ ‘is __ MARYLAND _ ____ Maryland_ wae ee 
2 3 b. CITY OR TOWN {if outside corporate limits, c. LENGTH OF STAY IN 1b ¢, CITY OR TOWN (If outsids corporata limits, writa RURAL and giva nearest town) 
y BES write RURAL and give nearest town) 5 
N Jems Sykesville RD =. 6 months | Westminster i 
@ Ban d, NAME OF HOSPITAL OR INSTITUTION [it not in hospital, give street address) d. STREET ADDRESS 15 RESIDENCE 
© 4 } ON A FARM! 
Sig Golden Age Rest Home, Buckhorn Road ! 13. W. George St, {yes (] NO Ty 
z 3 a4 3. NAMEOF % . a Middle a Last 4. DATE Month Day Yer 
2 Ban of eG Se ; ven OF 
3 6 e (ype cr prin) §=BESS is . wie’ ADELE oa HAEL * : peatH §=August 2 19 64 
© 85s 5, SEX 0. CORR R RACE? A ARRIED [Never MARRIED o \"@. DATE OF biRIH™ 9. cull ise IF UNDER 1 YEAR| IF UNDER 24 HRS. 
Beoned 4 . st birthdsy) |"Monihs| Deys | Hours | Min. 
& 552 female white wow]  ovoreo[]|Sept. 24, 1882 Loves. | | 
$65 $ Wa, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
i 


done during most of working life, even if retired) 


Seamstress for decorator 
13. FATHER’S NAME 


Carroll Countyy Maryland U.S.A. 


14. MOTHER'S MAIDEN NAME 


Absalom Reese 

TS, WAS DECEASED EVER IN U.S, ARMED FORCES? 

(Yes, no, or unkown) | (Ifyes give warordatesof service) 

18. CAUSE OF DEATH [Enter only one cause per 

PART |. DEATH WAS CAUSED BY: 

IMMEDIATE CAUSE (0) __ 

al | DUE TO 

Conditions, if any, which (b) 

gave rise to immediate cause 

{a), stating the underlying 
ke 


Alice Virginia Stansbury 
7. INFORMANT 0 Address | 


G. 


16. SOCIAL SECURITY NO. 


everett Wagner 


-transit permit. Then please remove carbon papers. Pages 1 and 2 should 


DUE TO 


Ss te) ® = a eee 4 
PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL 


: The law requires that the death certi 


death. Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physici 


ISEASE CONDITION GIVEN IN PART I[a)| 19. WAS AUTOPSY 


at work [] ot work [_] 
as 


z 
FA Q PERFORMED? 
raf = 
g 4 2 A. Ee Yes aS ea 
Ke # [202. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert | or Part Il of item 18.) 
iat & | OR CONTRIBUTING [] CAUSE OF DEATH 
=} S | UF EITHER, NOTIFY MEDICAL EXAMINER) 
o Zs 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) ~ (Stata) 
S B eiieiaaetiae While __Not While factory, streat, office bldg., etc.) | 
= p.m. 19 
‘a 
B led the de d from\7 Bete feoves = IAAP Rr as 7 that (1) (we) last 
C4 AY f and that death occurred © date stated above. 
& 2b. DATE 
ATTENDING ED. STAFF N 
mp. | PHYS. Ee Bntcror 7 prays. (] 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and 


director, page 3 should be detached for use as the burial 


B ane 

: TI Nf SPREE LE, TP 

2 23—. BURIAL, CREMATION, | 23b. DATE THEREOF is lc. NAME GF CEMETERY OR CREMATORY |. LOCATION (City, town or county) (Stata) 
REMOVAL (Specify) *EA 3 4 bs 

° urial. 8/4/64 Krider's Cemetery he Westminster, Maryland _ 

B 


VR AIS (4) 24 Fi RAL DIRECTOR'S SIGNATURE ADDRESS. 2Sa, REC'D BY REGISTRAR | 2Sb. REGISTRAR’S SIGNATURE 

Al 

ISM 7-62 LF egeh, Be LeOLt #4. AP EAT —| DATE AUG 5 [Olebaa Ysecigee 
we Vie re ¥ aes 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


1 


eo. 
and 3 to the funeral 


(Yes, ne, or unkown) | (if yes give war or dates of service) 


Yes WW, #1 13-42-4569 Mrs Heszel V.. Hel), [tiem 2 7 


18. CAUSE OF DEATH [Enter only one cause je for (a), (b), and (c).] bg TAREE ENE weata: 
PART |. DEATH WAS CAUSED BY: 
: IMMEDIATE CAUSE (a) CAmaty Piha ter2 ZU 
Hea 


7 el DUE TO 
Conditions, 1f any, which (b) 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (©). 


FOR STATE 99597 MEDICAL EXAMINER’S CERTIFICATE OF DEATH t 
HEALTH DEPT. 1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased fived, If Institution: Residence te \dmisslon) 
@. COUNTY a ee b. COUNTY 

M5 Carrell MARYLAND aryland Carrell 
2 b. CITY OR TOWN (If outside spots Ttmits, c. LENGTH OF STAY IN ib || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
= i write RURAL and give nearest town) 
e SL Rural- Mt. Airy 11 years A Rural - Mt. Airy 
sy ae d, NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS ®. 23 Rae 
o I 
Boe 28 R# 2, Flag Marsh Rd. ’ R#2, Flag Marsh Rd. yesk] no{} 
eee 3, NAME OF First Middle Last 4. DATE Month Day Year 
US a DECEASED OF 
zaf (ype or print) Raymend Shafter Hall, Sro| Pf  fug, J 1964 
ede 5. SEX 6. COLOR OR RACE | 7, MARRIED [3g NEVER MARRIED [-] | ® DATE OF BIRTH 9. AGE (In, years | IF UNDER 1 YEAR IF UNDER 24 HRS, 
285 tast birthday) | Months) Days | Hours | Min. 
£e2 Male White wioowep [7] _oivorceo{}| Jan. 5, 1898 66 _yrs. 
Ses 10a. USUAL OCCUPATION (Glve kind of work done | 10b. KIND OF BUSINESS OR i. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT 
sf = during most of working life, even If retired) INDUSTRY | COUNTRY? 
ecm Own farm _ Mt. Adpy, Md. | _USa___. 
eS 13. FATHER’S NAME 14.” WROTHER’S MAIDEN NAMIE 
2 
5 
253 Charles Edward Hall Elizabeth Dempsey. 
xz 5 15. WAS DECEASED EVER IN U.S. ARMEDFORCES? | 16. SOCIALSECURITY NO. | 17. ISFORMANT Address 
wo 
ase 
3S 
aS 
= 
s 
ts] 


in pen 


" 


ing 


he Chief Medica 


cremation, or removal, and in any event 


1 


: This certificate should be executed wi 
the word “pent 


Page 3 should be used as a burial-transit permit. File pages 1 and 2 yt 


= | PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED 10 THE TERMINAL DISEASECONDITION GIVEN INPART 1(a) |19. WAS AUTOPSY 
& wae Ml zai PERFORMED? 
a OV yes] No [a 
ca *|20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part | or Part 11 of Item 18.) 
Z & | PRIMARY [) or CONTRIBUTING C1) 
3 £1 | CAUSE OF DEATH. 
= & | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF THIURY Glome, farm, 20f. (City or town) (County) (State) 
ae S Hour a.m. While Not White factory, street, office bidg., etc.) 
2 = Eun 19 at work at work 
2 21. I certify that | took charge of the remains-déscribed above, held an Autopsy [_], inspection [44;~ inquiry [_], and in my opinion 


of Health or its designated agent, prior to burial, 


ICAL EXAMINER: Thi: 
please execute the certificate, writin 


£2 & death resuited from: Naturai causes [V4 Accident,[ |, Agjicide [_], Homicide (], Undetermined manner {_] 

38 . Mop CHIEF MEDICAL EXAMINER [_] 
aeese rerun, ILL we Avie mip, ASSISTANT MEDICAL EXAMINER [_] 22, DATE SIGRED 
=se5_ : ; DEPUTY MEDICAL = Sir oY 
5 53 5 lL fave tyny Maurice C. PerterfieYd, MD, Hampstead isirMadety, town, or county) 
BSSsP a. mena pe 2a. DATE THEREOF | 23¢, NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) (State) 
Lo ee Buri Aug. 14,1964] Peplar Spri 

24. FUMBRAL)DIRECT DDRESS 25a vif . eT 
mane SW Monel I rtleundh, Pamascus, a, lone AUG LA 1964 f@relay Jorge 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


YR AIS (4) 
20M 8-6 


MARYLAND STATE DEPARTMENT OF REALIN 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MA 1355 


09598 CERTIFICATE OF DEATH 18580 


MED, STAFF SIGNED 
[1_opirector [] Puys. [Bt 8-5=6h 


22c, PHYSICIAI 
NAME yee) 


Myron Nizankdwsky, M.D. 


23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY = LOCATION (City, town or county) {Stete) 


1& 7-64 | Freedow Cemetery — vibes lhe saad 


24 peg AT ne! y ) Af # lf / . ve A 1G 1 0 1 4 ide 


23e, BURIAL, CREMATI 
eae a (Sgecify} 


be filed with the State Dept, 


re 
s 1, PLACE OF DEATH > 2. USUAL RESIDENCE (Where deceesed lived, If institution: Residence before edmission} 
3 . COUNTY @. STATE 9) b. COUNTY 
2 Carroll MARYLAND Maryland 
“28 b. CITY OR TOWN [if outside cosporete limits, "| e. LENGTH OF STAY IN Ib || c. CITY OR TOWN (lf outside corporete limils, write RURAL end give neerest town) 
3 Bu write RURAL and give nearest town) 
£73 (Rural) S$ Sykesville, Mai, [yrs Imos lia Baltimore 18 eae 
3 a a ( NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) ~d. STREET ADDRESS @, JS RESIDENCE 
a ON A FARM? 
Aye 
Sa Springfield State Hospital _ mS: 2301 Mar: pyland Avenue ves [| No 
fo an '3. NAMEOF _ First Last .. Al “Month Dey —‘Yeer 
3 ay DECEASED 
Bes (7s Seno yagi Wood _ Hamilton BERTH 8 5 19 64 
8 és S. SEX 6. COLOR OR RACE|7_ MARRIED [fq] NEVER MARRIED [| & DATE OF intH 9. “AGE (in yeers [1F UNDERT YEAR| IF UNDER 24 HRS. 
poe lasubirthdey) |"Months| Deys | Hi Min, 
5S al 7-29-1890 ys | Hours j 
5 8 male white wioowep [] _vivorcep [] Toys. 
5 23 10e. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
F, done during most of working life, even if retired) 
3 : : 
3 Repairman ted Maryland USA_by birth. 
a 13. FATHER’S NAME | 14, MOTHER’S MAICEN NAME 
ane 
Sag James Hamilton | Molly E,---- y iy. WATS 
s ci. 1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
se 3 (Yes, no, or unkown) | (Ifyes give warordetes ofservice) i 
2” 8 unkno ane 219 -05-6395 ___ Hospital Records _ a 
eTeo 18. CAUSE OF DEATH [Enter only one cause per line tor (e), (bj, end ().] — ——— 3 ~~] INTERVAL BETWEEN 
Bre ONSET AND DEATH 
Os iy PART |. DEATH WAS CAUSED BY; _B . 
See IMMEDIATE CAUSE fe) _ Bromchopneumonia pt es as “Save 
aoe 2a DUE TO 
neag é 6 = . : - 
feSe tony, which wo __ Generalized Arteriosclerosis __.| peered 
os 3 2s geve rise to immediete ceuse 
20 5> (e), steting the underlying ( OVETO é 
pierete couse lest te) 
2, L2= 3 z Il, QTHER.SIGNIFLCANT CONI PONS CONTRI ING TO DEATH BUT NOT RI LATED, TO THEJERMINAL DISEASE, IDITION GIXEN, of PART Ie) 19. WAS AUTOPSY 
B8See je CATCH Sea Syl Ne aerte cerebral arberroseleross: wi psychotic PERFORMED? 
G2e%()/§|_ reaction ves [} No [4 
2 $ = 5 & 20e, ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in Pert | or Pest II of item 1B.) 
Dees | 8 CONTRIBUTING [] CAUSE OF DEATH 
esas & | (IF EITHER, NOTIFY MEDICAL EXAMINER) es 
£55 = 
3 s 2 2 F 9 20c. TIME OF INJURY Month, Dey, Yeer 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, ’ 20f. (City or town) (County) (State) 
ves z Re «ae . While __ Not While fectory, streel, office bldg., etc.) | 
Bs ae 2 at 19 ot work [_] “e work -* 
Egg : Gh a ee a ee paee N We REET ors oT 
2 O8 . I certify that a (this hgspital) attended the deceased from... Y 2 eee , 1963, 10, oe Bem aoe 19% )y., that ID (we) last 
892 ta 9. él, and that death occurred atl. shi! rom the causes he on the date stated above. 
Ss 2 2 22b. DATE 
mag 
ea5 
Yao 
one 
ent 
ea 
€Ps 
ees 
DOs 
- 


© 
2 


ificate be executed within 4 hours after death. 


The law re 


OR ATTENDING PHYSICIAN 


TO HOSPITAL 


24. FUNERAL DIRECTOR 
VR ALS (4) | \ 
15M 4-64 | : 


quires that the death cert 


Page 4 may be retained by the hospital or attending physician. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


19599 CERTIFICATE OF DEATH 1858) 


a] 
3 Es i. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, if institutlon: Resldence before admlsslon) 
waste a. COUNTY a, STATE b. COUNTY 
2738 Carroll MARYLAND Maryland Washi ng on if 
Sas b. CITY OR TOWN (if outside cor Pe Timits, ¢. LENGTH DF STAY IN 1b || c. CITY DR TOWN (If outside corporate limits, write RURAL and give nearest town) 
Be 2 ‘aric oe mee nearest town. 3 7a R 1 B b 
<€ 8 ®@Sville mos «7dys ural ~ Boonsboro 2/1 Xa 
ed d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS ®. IS RESIDENCE 
Ban | ON A FARM? 
Fas (2 Springfield State Hospital ves(] note] 
s se 3. eal aa First Middle Last 4. aaTE Month Day Year 
3 
28% (ype or print) CHARLES KELLY HARRIS DEATH August 3 19 6); 
5 SEX 6. COLOR OR RACE 7, waRRIED [-] NEVER MARRIED [-] | & DATE OF BIRTH 3. AGE (In years [IF UNDER 1 YEAR|IFUNDER 24HRS. 
Sate 5 last birthday) Months | Days | Hours | Min. 
BES Male White WIDOWED [Xj pivorcep[]| 1=7=1889 7 ae | 
ens 4108, USUALOCCUPAT ION (Glvekind of workdone | 10b. KIND OF BUSINESS OR TE BIRTHPLACE (County & Sta, or forean country) ] 12. CITIZEN OF WHAT 
8 2a during most of working Ife, even If retired) INDUSTRY istriet of Colinas INTRY: 
235 we 
Bes acher 
a "TS. FATHER’S NAME 14. MDTHER’S MAIDEN NAME 
ocp 
SS ° a 
Bes Unk. Edward Marian Pierce Harris Unke Sarah Young 
totes 15. WAS DECEASED EVER INU,S. ARMED FORCES? | 16. Pee TYNO. | 17. INFORMANT ‘Address 
£2 Ss (Yes, no, or unkown) |(Ifyes give war or dates of service)! ] 4 Que 20). 
Sse 2 ink Records, Springfield State Hospital 
as * 3 
253 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] RR ee 
Bes PART |, DEATH WAS CAUSED BY: sat 5 
—=s5 ; IMMEDIATE CAUSE a Bilateral bronchopneumon Ss 
Ln Z f 
Ese Alig DUE ma 
OBS Lcae og iene Xe Multiple old myocardial infarcts Years 
S322 cause (a), stating the ( DUE TO y ; 
age underlying cause last. «Coronary arteriosclerosis _Years 
2°> & | PART II. OTHER SIGNIFICANT CONDITIONS GONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(a) 19. WAS AUTOPSY 
3s = PERFORMED? 
235 *) =| Pulmonary, tuberculosis, active. ves Gd NOC] 
Ss |g / 
patra 5 20a, ACCIDENT Was UNDERLYING []_, | 20b. DESCRIBE HOW INJURY OCCURRED. (Enfer nature of Injury In Part | or Part TT of Item 18) 
uo 
82. & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
S 
£88 = | 208. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 206, PLACE OF INJURY (Home, farm,) 20f. (city or town) (County) (State) 
_ 72 a Hour a.m. While Not While factory, street, office bidg., etc.) 
£33 = p.m. 19 at work[_]_at work 
22 21. | certify that (I) (this hospital) attended the deceased from. 19___, that (I) (we) last 
ees j x } 
Sec saw thedeceased alive on. Ea fe 19____, and that death occurred at 9* 2Y jitdm the causes and on the date stated above. 
S2e wa SATE 225. DATE SIGNED 
won = = ) | ys 
= J JEL AYA ATTENDING MED. STAFF me 
See ce MAA HAN SEA yy ROM Bicron SSG] 8-1-6) 
= ae 22c. PHYSICIAN'S 22d. ADDRESS Springfield State Hospital 
Ss j 7) Tylian soni M. Ds 3 i ; 
$2 | __.. Sykesville, Maree) 
zs 3 PUMA peing | 23b. DATE wae NAME OF CEMETERY i GREMATORY pr gme (City, town or county) (State) 
ec! 
ites eed ober CemetTere DE RI CLC [KAD 


ADDRESS 


25a. REC’D BY REGIST! of 25b. REGISTRAR’S SIGNATURE 


eo CUND loeAG 7 1964 Corben Jane 


death certificate be execute Qin 24 hours after 


ician, 
After this certificate has been signed by the attending physician and completely filled in by the funeral 


ATTENDING PHYSICIAN: The law requires that the 
be retained by the hospital or attending physi 


2 


TO FUNERAL DIRECTOR: 


TO HOSPITx, 
death. Page 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


39600 CERTIFICATE OF DEATH 13582 


— 


Da = 
1. PLACE OP DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
seco haly, e. STATE b. COUNTY 
a Carroll MARYLAND || MM ‘land 
3 b. CITY OR TOWN (if outside corporete limits, ¢, LENGTH OF STAY IN 1b ¢. CITY OR TOWN f Outside corporeta limits, write RURAL end give nearest town) 
oo write RURAL end give nearest town) 
re Sykesville hes 
2 mos. 12 __.__- Baltim _ 7 

Ld d ee OF HOSPITAL OR INSTITUTION (if not in hospitel, give street 2,4 | d. np attin ore e. Bas 
y 
2 
gk Springfield State ; 2414 Osnego_Ave. | ves [] No fil 
eG 13. NAME OF First Middle lest ries 3.43 Month “Dey Yeor 
DECEASED OF 
€ yee creri) Jeanette Vashti Haynie PERSE. g 41 19 
c 5. SEX 6. COLOR OR RACE “B. DATE OF BIRTH a 79. AGEtin ugu Tf UNDER 1 YEAR| IF UNDER 24 HRS, 


7, MARRIED [~] NEVER MARRIED [_] 


Hours Min, 
wiDowED h DivoRCED [_] 


T Fe 76° ig 


Months Deys | 


4/11/86 


G 


Negre 


10s. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 1f. BIRTHPLACE (County & Stete, “or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
done “We most of ry ing life, evan if retired) | 
eoveene e - 1 Agate a 
13, FATHER’S NAME | 14. MOTHER'S MAIDEN NAME 
Rebert J. Hughlett atsy Pendleton 
Es WAS eee ie IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO.) 17. aoe ‘Address - > 
jes, no, or unkown) | (Ifyesgive werordatesof service) 
230-01-3113 | Hospital Records 
18. CAUSE OF DEATH [Eniar only one cause per line for (0). (b), and (c).) = ~ | INTERVAL BETWEEN 
H 
PART |. DEATH WAS CAUSED BY: 
was causio ey. ss Gerebral Vascular Hemorrhage | apprex. 
IX DUE TO Cerebral arterioscleresis 30 mina. 
Conditions, if eny, which (b) dee te Hem 


geve rise to immadieta cause 
{a), steting the underlying DUETO 
cause last. fc} 


F 3 PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING T TO DEATH BUT NOT RELATED TO THET TERMINAL “DISEASE CONDITION GIVEN IN PART Ife)/ 19. Was Auroeey 
ia 

3 B.S. due to Cerebral Hemorrhage — a | 2 Se he ae 
Se ACCIDENT WAS UNDERLYING oO 20b. DESCRIBE HOW INJURY OCCURED. {Enter nelure of injury in Pert | or Pert Il of item 1B.) 

& | On CONTRIBUTING [1 CAUSE OF DEATH 

G | (fF EITHER, NOTIFY MEDICAL EXAMINER) 

% | Z0c. TIME OF INJURY Month, Dey, Yeor | 20d, INJURY OCCURRED | 20s, PLACE OF INJURY (Home, farm, ; 201. (City or town) ~ (County) (Stete) 

a Hour e.m. While __No? While _ | fectory. street, office bldg., etc.) 

= ! 


work [_] et work [_] | i 
that (I) (this ho: e deceased from / Py, ’ 7 / ‘ a, that (1) (we) last 


B = AD IeR: Wei ded th 
saw the deceased alive ON... slG.ccccue and that death occurred af.. 2. 


‘M, from the causes and on the date stated above, 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages 1 and 2 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any ev 


ae ATTENDING ee STAFF 238 ON 
aay ene | | (A rs ae ee pirector [} PHYS, PAD. 
22c, PHYSICIAN’ 
| Name (vee) Dr, Rdward Je Mathews == [fs mhic& Rede Wh onp. he ¥ eceille, mL 
230. A Sexi 23b. DATE THEREOF = 23c, NAME OF CEMETERY OR sees 23d. LOCATION (City, town or county) (Stete) 
Rl Z pe 2 if : “i e 3 
“Bir 8/21/64 |Family tot Northumberland Co.Va. 
VR AIS (4) 24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS. 25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
ae ; 
5m 7-62 Herbert E.Nutter-3035 W. North Ave, loan Hue ed Tf f 


MARYLAND STATE DEPARTMENT OF REALIA 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
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ot 39604 CERTIFICATE OF DEATH 18583 
5 
S s 1, PLACE OF DEATH 2, USUAL RESIDENCE (Whare deceesed livad, If institution: Residance before admission) 
e 25 8. COUNTY a. STATE b. COUNTY 
2 Ne Carroll r __ MARYLAND || _ Maryland Wash. Co. 
= +e 3 b. Cory ea outside ceoes ete | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outsida corporata limits, write RURAL and give nearest town) 
te ts i and give nearest town 
“£78 Rural-Sykesville 7 months Hagerstown _ / 
eae ae d. NAME OF HOSPITAL OR INSTITUTION {if not in hospital, give straet address) d. STREET ADDRESS @, IS RESIDENCE 
= Fer ON A FARM? 
a Sus Springfield State Hospital  _—_ __ 2009 Gay Street ___| ves (No fod 
2 38x anapeee ea “First Middla “Last A. ee ~ Month Day Year 
ae N 
g e ae (Typa or print) PEARL MILDRED HIGDON DEATH August 31, 19 64 
2 & rs 5. SEX 6: COLOR OR RACE) 7, waRRIED [] NEVER MARRIED [_] | 8 DATE OF BIRTH Be sc Tietyate IF UNDER 1 YEAR| IF UNDER 24 HRS. 
. Months| D: He Min, 
mt seng Female White | wirowe fg — ivorcep [7] 10-17-80 83 ee 3 
Ss 5 2 2 10a. USUAL OCCUPATION (Giva kind of work 10b. me OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stata, or forsign country) 12. CITIZEN OF WHAT COUNTRY? 
= ee done during most of working wan if ratirad) > | 
§ £82 Housewife = —|_—~None Scottsville, Virginia U.S.A. 
= = Qc 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
= QZ 
2 
3 3% John Kidd Sally Moon 
2 2 § = oe eee, PRE USE, oS eee 16. SOCIAL SECURITY ae INFORMANT Address = = = 
£ 32% , owaror dates of sarvica} 
z 28 No ah : - pringfield State Hosp. Records, Sykesville 
=e5e8 18. CAUSE OF DEATH [Eniar only ons esuse por line for (a), (b), and (c).] . “7 INTERVAL BETWEEN 
ae 6 PART I. DEATH WAS CAUSED BY; ONSET AND DEATH 
ee IMMEDIATE CAUSE (a) Myocardial Infaretion- a ee __.__-|_Minutes — 
foes TA, | DUE TO 
32 pie. : 
85525 sre tb mao aos  Arteriosclerotic cardiovascular disease: | Years. 
° 
#275 _. (a), stating tha undarlying ( PUETO 
iat is couse last. ) Generalized arteriosclerosis. Years. 
aa 3 a F PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (e}| 19. Wasa 
2 2 ee eS \, PERFORMED? 
geen 15 Chronic t prain pyEgrome apsociated with cerebral arteriosclerosis | vs] no 
= Pe] = 
2£§75 |: ree eee oe nemo OC CLURRED Molar nature ol Tonug7n Part | or Pert Il of itam 1B.) 
& 
£22 & | F EITHER, NOTIFY MEDICAL EXAMINER) 
£u5 “ = 
ry S42 & | 20c. TIME OF INJURY Month, Day, Yaor | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Steta) 
Bees 5 oro Whila __ Not While faciory, streat, offica bldg., ate.) | 
£.2° = p.m. 19 at work at work 1 
om oe : 
© ° 3 21. 1 certify that }) (this hospital) attended the deceased from. that 3) (we) last 
2U 
3ees 
” 
é a o 
~~ = 
ag Se 
au = 
3 
€hge 
Sous 
it 


TO HOSPITAL OR be patetled eh PHYSICIAN: 


saw the deceased alive on.. 8-31-. 19. 64. and that death occurred at 2: M5iroB e°causes and on the date stated above. 
BEGUN SA ; m ATTENDING. ED STAFF ar wee 
MED. SIGNE 
a A mp. | PHYS. [1_pinector [[] Phys. 8-31-64 
22e. Fae CER 7 F 22d. ADDRESS - 3 
[ ype) 
/ Edmee Reeves, M.D. Springfield State Hospital, Sykesvi 
Ze, BURIAL cy 23b. DATE THEREOF 23. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (tote) 
Ri pacify) m 
Burial 9- 2- 64 | Bige Hill Cemetery  _—s_—s[Charlestown, W. Va. 
FUNERAL DIRECTOR'S SIGNATURE R 25—. REC'D BY REGISTRAR | 25b. REGISJRAR’S SIGNATURE 
Pcie rae ifZ". Main St. SEP 3 1964 viepbing 
slaty ~ : Boonsboro, Mde par 


z MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
39602 CERTIFICATE OF DEATH 


Months] Doys | Hours] Min. 


=< se 
ae 1. PLAGE OF DEATH 2. USUAL RESIDENEE (Whéfe deceosed lived. Uf istttifn: Rey 
é 4 a Conn maryiano || ° § b. COUNT 
= oom b. CITY QR OWN oF ou we <r le limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TWN (IFSdpide corporoty limits, xyrite ond give nearest town) 
B 8 RBA ae give ny iy : 7 
3 Sz WHA g 
. £5 <7 
S of d. NAE/OF HOSPITAL gly nat in pospital give 4 fares) d. STREET ADDRESS [7 @. IS RESIDENCE 
@ ai OR Sug {ON A FARM? 
= |_Yes []_No [5 
a ee ES: 
2 ae 3. NAME cm Fy idle yoate ‘Manth Doy Yeor 
- 3H 
a2 3 {Type or Hex DEATH vA 19 Sf 
carsse 3. Lcpige ~” MARRIED [-] NEVEV’MARRIED [] |& DAT 9. 4G mp PELUNDEE 1 YEAR[IF UNDER 24 Hs 
V), WIDOWE 


10a. yu OCCUPATION [eive kind of work done| 


10b. KIND OF BUSINESS OR INDUSTRY 
6 most of wor kigh fife, even if retired) 


"GI, 


15. WAS, DEVER IN U. S. ARMED FORCES? 
Y (IF yes, give war or dates of service) 


16. SOCIAL SECURITY NO. 


neat EEN 
wa jaya DEATH 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o)____ 


4 2 { DUE TO 


Then please remave corbon popers. 


Conditions, if ony, which ( 
gove rise to immediote 


NDING PHYSICIAN: The low requires thot the deoth certificate be executed wi 


TO FUNERAL DIRECTOR: After this certificote has been signed by the attending physicion and completely 


< 
3 
3 
& 
Oo 
s 
°° 
2 
~ 
g 
€ 
£ 
: 
‘ 
5 
$ 
3 
— 
Eo 
as couse (0), stoting the under. (| DUE TO 
eee lying couse lost. ie) 
glee pea eousseet) 
ony ise nis Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH SUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)[19. WAS AUTOPSY 
SLO ye 
See 6 Capea st) NOD~ 
ree  [200. ACCIDENT WAS UNDERLYING []__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I! of item 18.) 
ea he & | OR CONTRIBUTING CI CAUSE OF DEATH 
sees © [UF EITHER, NOTIFY MEDICAL EXAMINER) 
BESS & [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, | 20f. (City or town} (County) (Stote) 
Seer! 3 Hour 9. m. While. Not while foctory, street, office bidg., etc.) | 
Bels 2 p.m. 19 {ot work [] ot work [J { 
Be5e : 
3 2c 21. | certify that | attended the deceased fram_Ad BAe , IDF, ta___ LA 7 i9Gfftna last saw the deceased 
ee ‘ ‘ 
5 3 > alive an_“ter Pry ay ee Wot, and that death accurred ab pin aM, frdhh the causes and an“the date stated abave. 
¢ fateh ADDRESS (Street, city or town, stole) DATE SIGHED 
v= 
Oo 5 ACTUAL in| mM ft Lip, 
ey B35 SIGNATURE. : MO. 25M Mae S er Ly 
; 2 za 
2ooass PHYSICIAN'S t td. 
Zez2s NAME (Type) W.- E Of ry AY site JAA awchest és feb oh, a ee 
Beka 
wo e ‘Ts BOR Ie see 2 = 
ae ih Egy? Gog le Vata ide 
o & ae Mi thea 
ie \ NS anergy Wao. REC'D AY REGISTRAR | 24b. REGIFERAR'S SIGNATURE 
V5 AIS (4) Sere (( j 
15M 9/58 A SELOMAAG L DATE 1 1964 "fllorteg 
7 


The law requires that the death certificate be executed within 24 hours after death. 


TO HOSPITAL OR ATTENDING PHYSICIAN 


1 MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


05603 CERTIFICATE OF DEATH fs 


mN 
SER Vi. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
2* a. COUNTY 2 aa B. COUNTY, | Z / 
2 Carroll MARYLAND aryland altimore City 
Fen b. CITY OR TOWN (if outside Forporats limits, ©. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
3s 2 write RURAL and give nearest town) . 
ee Sykesville mos »28dys. Baltimore 2 fed * 
5 ¥ e. 1S 
of a. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, glve street address) || d. STREET ADDRESS @. 18 RESIDENCE 
23an ON A FARM? 
pate Springfield State Hospital 1220 West Lanvale Street yes] nofat 
Sse 3. NAME OF First Middle Last 4, DATE Month Day Year 
oo ED 
28 (ype or print) WILLIAM THOMAS HOLMES DEATH August 16 19 6h 
§ 5. SEX 6. COLOR OR RACE | 7, marRIED [2 NEVER MARRIED [_] | 8- DATE OF BIRTH 9. AGE ad eaeve a Tes 
a 
Ze Male Negro wipowep [7] pivorceo[]| 8=5-97 67 | 
ead 0s. USUALOCCUPATION (Givekind ot work done) 10b. KIND OF BUSINESS OR TI. BIRTHPLACE (County & State, or foreign rata 12. CITIZEN OF WHAT 
3 23 during most of working Ilfe, even If retired) Vi wee COUNTRY? 
23 00. irginia S.A. 
a5 
ec 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
ocp 
Pee William T, Holmes Flora B, Robinson 
ea a WAS DECEASED EVER NUS. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
2s r dates of service, 
SEs yes wed 217-01-00)7 Records, Springfield State Hospital 
ofS 
25 = 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL Bee 
Ee PART |, DEATH WAS CAUSED BY: * 
a = s IMMEDIATE CAUSE ()_LUNgZ abscess and bilateral bronchopneumonia 
3 er i 
2 BS / DUE TO 
= as Conditions, If any, which Probable aspiration __Days. 
et tanked gave rise to Immediate ), 
2 322 cause (a), stating the ( DUE TO 7 ‘ 
Eggs — | uideriving cause last, @_Arteriosclerotic heart disease Years 
ae S | Pagrn. ogi ipl INS GONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASECONDITIONGIVENINPART 1(a) |19. WAS AUTOPSY 
2 Bees Is oe £. brain UF ome associated with cerebral arteriosclerosis wi ves) M0 CI 
= ss38 “/€ psye ic reaction. = 
pel ages = Bi a a ea al fe 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
[= uo 
82a 5 | GE Etter, NOTIFY MEDICAL EXAMINER) 
x 288 z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
STSe 5 Hour a.m, vile, Not While factory, street, office bidg., etc.) 
BE2ss = p.m, 19 at work] at work 
3 2 £4 21. | certify that (I) (this hospital) attended the ae from_—18_6) —, ,1o:2q, , 19___, that (I) (we) last 
£ £ 
2 ess saw the deceased alive on__8=16-6) ___19__, and that death occurred a the causes and on the date stated above. 
[Sant 22a, SIGNATURE a) j : 220. DATE SIGNED 
2a 
Beau CO ATTENDING MED. STAFF 8-17-6h 
=o re LEE mp. Phys.) __pirector (] Pays. &) 
goat 22¢, PHYSICIAN'S 224. ADDRESS 7 ‘ 4 
BaSe , . y Springfield State Hospital 
sess | NAME (Type) = Octavio A. Ruiz, M. D. | Pee P 
oZos if = 
S meee 23a. etude 23b. DATE THEREOF 23c, NAME OF CEMETERY OR GREMATORY | 23d. MPCATION (City, town or county) (State) 
ee pec 
S servant ae $/20 Lig Ba ffs Nat: hel 4 
24, FUNERAL eis 75a, REC'D BY REGISTRAR | 250. REGISTRAR’S SIGNATURE 
‘a 
VR ALS (4) } wn A feelers A Yorat_ Ry fehorkeg age 
ean 9 1964 & fa 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


= 


ES 49604 CERTIFICATE OF DEATH 13585 
s3 = = — 
I 3 1 Lone Ne DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
te . e. STATE b. COUNTY 
ws Carroll MARYLAND Mar aryland ‘Car roll i 
>E B. CITY OR TOWN (if outsid imi <. LENGTH OF STAY IN ib ¢. CITY OR TOWN (If outside comporete limits, write RURAL end give nearest town) _ 
= -3 write RURAL end give st town) F 
58s Westminster 1 day es Rural--Sykesville eae 
= e “ d. NAME Of HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) 1 d. STREET ADDRESS e Pee 4 
Eas) ON A FA 
3g kby Carroll Co., General Hospital || RD. 2 _ ves [3t No [] 
<7 Ra '3. NAME OF First Middle Z Last | 4. DATE Month Dey “Yer 
aRn DECEASED OF ? U CY 
no We pom HARVEY Me HOUCK aie : : ii d 
a 6. COLOR OR RAC! 8. DATE Of BIRTH 9. AGE {I if UNDER 1 YE. UNDER 24 ER 24 HRS. 
z . iS 7. MARRIED] NEVER MARRIED [_] last birthdey) Wont] eos Mi 
eee |male white | wrowl] vor] | 19-3- 1890 a 
oS 3 Fs 102. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
SE > dona during most of working life, even if retired) 
aa Farmer owner 4 Maryland | U.S.A. 
ei gs 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
© o 
05 Milton Houck Cain. Boob. +. tee a 
= o 1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
a (Yes, no, or unkown) | (Ifyesgivewarordetesof service) 
A no --- 2 Mrs. Gladys K. Houck same as #2 
18. CAUSE OF DEATH [Enter only one cause per line for (2), (b), end (c).] “| INTERVAL BETWEEN 
. - Die ONSET AND DEATH 
TE fen Sa NEG RAIGAEL IS) A CUTE sULMowAnyly KF DEMA | poeRS | 
Dh DUE TO 
ic ee a 77 yoe ROI ZLMVMEILS TION | Deys 


geve rise to immediete cause 
(e), steting the un DUE TO 


cuit lg Aenetiusecekotic Mewrr Lseiwte | Yeentl 6 


Zz PART Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e)| 19. WAS AUTOPSY 
= 

O18 sy 
= | 20e. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INI CCURRED. (E injury in Pert I or Pert Il of item 18.1 
& | Op CONTRIBUTING 1) CAUSE OF DEATH jb. DESCI URY OCCURRED. (Enter neture of injury in Pert | or Pert Il of item 18.) 
& | (i EITHER, NOTIFY MEDICAL EXAMINER) 
§ | 20c. TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED | 200, PLACE OF INJURY (Home, f a 20f. (City or town) (County) “(Stete) 
5 Hour a.m. While __Not While factory, streat, office bldg., etc.) 
*L cine 19 fet work [_] et work [_] 


saw the deceased alive on 


- 1 certify that_{I) (this hospital) attended the deceased from re: f , that_()_ (we) last 
AL: AV! .. and that cast occurred at. 012M from the causes ‘ond on fice ‘dae stated above. 


death. Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by 


be filed with the State Dept. of Health prior to burial, cremation, or r 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 
director, page 3 should be detached for use as the burial-transit permi 


Be Sayama “9 PEON STAFF Bs "HCN 
Ctl Md tot<y bod cies iy Miecor Oo Pays. & Nk 
22c. PHYSICIAN'S y 22d, ADDRESS 
| Name (vee) VINCENT J. FIOCCO- , 

Tie, ROMAL, CREMATION, | 736. DATE THEREOF bi NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or counly) (State) 
ft ify 
BURIAL” | 8-8-1964 Pipe Creek Carrol Md. 

24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


2Se. Viet BY 0 19 25b. IGNATURE 
C.M. Waltz, Box 241 Sykesville,Mds ofUG 10 19 feel age 


WR AIS (4) 
20M 5-63 \ 


death certificate be execuise 24 hours after 


that the 


al or attending physician. 


ATTENDING PHYSICIAN: The law requi 


be retained by the hos; 


TO HOSPIT. 


:@ 


death, Page 4 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


39605 Them #2 Pi JGERTIFICATE OF DEATH 13587 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where daceosed lived, If Institution: Residenca belora admission) 


a. COUNTY v a. ST b. COUNTY 
a £ ay / 2 
© fe OR TOWN ae fiside corporate limits, weita py fd giva naares! town) = 


MARYLAND © 
b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAYIN Ib || 


writa RURAL end give nares! town) f 
| Maar dete Berne = / os ak 
ME OF HOSPITAL OR INSTITUTION (if not in hospitel, give sireat addrefs) 


sy 


@. IS RESIDENCE 


Read: al! ADDRESS epehicn ch Pa Bea ac 
ibe Var irri ts ecAley 5 (e Rd ves PY No [] 
3. NAME 4 . First os i Last Ho J 5 eh Month “Dey ‘Year 

RT eer © oa eee 
3. SE 6. COLOR OR RACE|7, aRRiED [-] NEVER MARRIED yy DATE OF BIRTH 9. AGE (la yo | FUNDER 1 YEAR | IF UNDER 24 HRS. 
Cech Whuke wivowen [] _tvorceo [] ae 4 lf \ £6 = ieee lageal ac | ee 


10a. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR Sot Tl. BIRTAPLACE (County & Stale, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


dona during most of working fifa, even if ratired) § % 
id j —— Va iw § Ae 
13. FATHER’S NAME >| iF MOJHER'S MAIDEN NAME 


William gionie Tia le Stren ee Ke Brow 


1s. W. DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT _ ‘Address 


(Yas, no, of Ce aipghetpaageee aes Se. We ms ea? fatine q roole cls Mt Ne 


18, CAUSE OF DEATH [Eniar only ona couse per line for (a), (b), end (c)] ~~) INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: pect F. d ONSET AND DEATH 
IMMEDIATE CAUSE (a) | 


eo a 


Be ike. Opn nee ee Citgo I eas Peseee. = Se 


98v8 rise to immediata causa 
(a), stating the undarlying DUE TO 
cause last, = pe te) 


|, cremation, or removal, and in any ae 72 hours after deatp 


Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19. SESS 
A le 
ONS > - ~~ i yes [] no [By 
& [ 20s. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Entar nature of injury in Pert | or Pert Il of item 18.) 
E | OR CONTRIBUTING (] CAUSE OF DEATH 
& [iF EITHER, NOTIFY MEDICAL EXAMINER) 
Fs 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, farm, | 20f. {City or town) = (County) ~ (Stata) 
Ss inc: ton While __ Not While factory, straat, office bldg., ate.) | 
= p.m. 19 ‘at work at work i 


21. 1 certify that WPithis hospital) attended the deceased from_/ LO 
- and that deatfy occurred at, 


saw the deceased al 


2b. DATE 


ey j i ATTENDING STAFF SIGNED 
Ww ‘ ly : f (til Mo. [A oinecror OD Prrs. WH ule 


'22c. P 224. ADDRESS 


ms haatton We H Foard. MO OC Wclinst oe a aed aoe : 
“=| 29 LOCATION icin wn or county) (Stata) 


y Ty £-6 236. [AME OF CEMETERY OR CREM. RY 
WEALD So O22, 
x mo Se. REC’ Aue REGISTRAR Se . REGIST! edo SIGNATURE 
HOM epee AUG 1 zd 1 64 Woes 


— 


23a, BURIAL, CREMATION, 
OVAL, (Specify) 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages | and 2 should 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the funeral 
be filed with the State Dept. of Health prior to burial, 


VR ATS (4) 
15M 7-62 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


death, Page 4 may be retained by the hospital or attending physician. 


pers. Pages 1 and 24 
72 hours after deat 


y the attending physician and completely filled in by the funeral 


-transit permit. Then please remove c 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any even 


TO FUNERAL DIRECTOR: After this certificate has been signed b: 
director, page 3 should be detached for use as the burial. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


39606 CERTIFICATE OF DEATH 1 2 5 SS 
1 micah eed DEATH 2. USUAL RESIDENCE (Where deceesed lived, If institution: Residence before edmission) 


so cl 2. STA b. COUNTY 
Carroll MARYLAND Kary Carroll 


b. CITY OR TOWN (if outside corporale limits, | ¢. LENGTH OF STAYIN 1b ||. CITY orn She ae ‘outsida corporaia limits, write RURAL and glve neeres! town) 
write RURAL end give neeres! town) 

Westminster 14 Days Xx Rural, Westminster 

d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) [ d. STREET ADDRESS e . 1S RESIDENCE 
Carroll County General Hospital Westminster, Md, R. D. 2 ves (] Soe 
‘3, NAME OF “First ~ Middle 5 bene ) 4 DATE “Month T Yeer 

DECEASED OF a 

arene Carrie May Humbert las! & ih 19% — 
5. SEX "|. COLOR OR RACE ARRIED [NEVER MARRIED |] | 8- DATE OF BIRTH 9. AGE (In yeors |1F UNDER 1 YEAR| IF UNDER 24 HRS. 

7 manneD [et Oo fast birthday) ment Deys | Hours | Min. 

Female White wiowen[] _pivorceo[]| December 6, 1901 | 62 vm. | 


We. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY 
done during mos! of working life, even if retired) 


1. BIRTHPLACE (County & Stete, or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


Shoeworker | Shoe Factory Carroll County, Md, U.S.Ae 
13. FATHER'S NAME e, 14. MOTHER'S MAIDEN NAME aa = 
John W. Myers Blizabeth Therit 
ae WAS arias rien Ns: eat pO neere : 16. SOCIAL SECURITY NO.| 17. INFORMANT ~ Address = = 
2s, no, oF unkown) | {Ifyes give wer or detescfservice 
No 213-05-1658 | Walter S, Humbert, Westminster, Ma, R,D,2 


18. CAUSE OF DEATH [Enter only one ceuse per line for te “{b), end {c).] 


ETWEEN 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY. ' a : ; 
IMMEDIATE CAUSE (oe) Re GvAL ECPiluRe . __|_ HeVveES 
DUE TO 


FR TEWSIVIE Cre Viper pl “Distéwse| eae S _ 


ns, if any, whieh (b) 
10 immediete cause 


— 


gave 


{a}, steting the underlying DUE TO 

couse lest. ie) 
rd PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e)| 19, ee aU 
= 
S e, _| ves O xn 
= 20e. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Pert Ill of item 1B.) 
id OP CONTRIBUTING [| CAUSE OF DEATH 
U | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
s 20c, TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, ferm, 1 ‘20f, (City or town) (County) (State) 
a Hour While Not While factory, street, office bid ) | 
eS 9 1 et work 


21. 1 certify that (I) (this hospital) atten \d the deceased from. = ota, that (1) (we) last 
saw the deceased alive on , and that death occurred at aM, from the causes and on the date stated above. 
220. SIGNATURE 22. DATE 


ATTENDING MED. STAFF ow 
C16 Hs V2 toey ¢ Mp. | PHYS. [Y pmector [] puys. (] Fie, fe 
22c. PHYSICIAN'S » 22d. ADDRESS 


NAME (Type) ‘ 7 


23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 


8/11/64 St. Marys Cemetery 


23d. LOCATION (City, town or county} {Stete} 


Silver Run, Carroll Co,, Md,_ 


23a, BURIAL, CREMATION, 
EMOVAL (Specify) 
Buriaz 


25e. REC'D BY REGISTRAR | 25b. REGISTRAR’S folovles Nudge 


varfl UG 10 


SIGNATUI ADDRESS 


é Littlestown, Pa, 


s that the death certificate be executed within 24 hours after 


death, Page 4 may be retained by the hospital or attending physician. 


VR AIS (4) 
20M $-63 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requi 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, ae rte 


a 
} 


“7 
Mi J9607 CERTIFICATE OF DEATH 13589 
Oo 1, PLACE OF DEATH <—s - 2. USUAL RESIDENCE (Where deceased livad, If Institution: Rasidence before edmission) 
20 a. COUNTY e. STATE b. COUNTY 
rixed _Carroll ____ MARYLAND || Maryland Carroll 
[28 b. CITY OR TOWN [if outside corporate limits, ¢. LENGTH OF STAY IN 1b €. CITY OR TOWN [If outside corporate limits, write RURAL end give nearest town) 
Zza0 write RURAL end give neerest town) 
- 4 ‘ " ’ 

27s Westminster 2 weeks A Westminster RD 3 
Bae d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) ) 4. STREET ADDRESS er a ‘ @. IS RESIDENCE 
= er, ON A FARM? 
>a Bt Carroll County pomeree Hospital | Sullivan Road_ ——S | ves Gy No T] 
$n 3. NAME OF Middle last Bes . "Month “Dey Year 
oR (Type orprin) = JOSEPH EDGAR R DEATH fugus 
& jak a & : 1 
8g 8. SEX '|6 COLOR OF RACE(7, s4aRRieD Bi] NEVER MARRIED [] | & DATE OF BIRTH 9. AGE (In years |IF UNDER1 YEAR| IF UNDER 24 HRS. 
2a 1 hit § Har ey “Months| Deys | Hours | Min. 
58 male white wiowep[] — pivorced [| July 24, 1877 3, | 


10e, USUAL OCCUPATION (Give kind of work 
done during most of working ‘even if retired) 


10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign = 12, CITIZEN OF WHAT COUNTRY? 


contractor Road builder Westminster, Maryland Da Saihvs 
13. FATHER’S NAME a 14, MOTHER'S MAIDEN NAME i 5 
Joseph E. Hunter Mary Coppersmith 
15. WAS DECEASED EVER I ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT ~ Address “7 
(Yes, no, or unkown) | (Ifyes givewerordetes of service) same 
aS = “g Mrs. Ida Shafer pr SEIS 


18. CAUSE OF DEATH [Enier only one couse per line for (e), (b), end (e).] 7) INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: a ri = L, er D ONSET AND DEATH 
IMMEDIATE CAUSE (8) . = — — 


igned by the attending physician 
transit permit. Then please remove 
|, cremation, or removal, and in any even! 


DUE TO 

Conditions, if eny, which (b). 

gevi to immediete cousa te) ; = 7 ime * 7 a! 4 in 
DUE TO 


(a), stating the underlying 
couse lost. () 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)| 19. ek a 
~ & r 3 

"Peete te nets Cameretgeh aTivechere—- C Goma tenn yes [] No ff 

20s. ACCIDENT WAS UNDERLYING [] ] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in Pert Vr Pert Il of ee 
OP CONTRIBUTING [-] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
2Dc, TIME OF INJURY Month, Dey, Year 

Hour e.m. 

p.m, 


200. PLACE OF INJURY (Home, farm, | 208, (City or town) (County) {(Stete) 


2Dd. INJURY OCCURRED 
factory, street, office bldg., etc.) | 
i" 


While Not While 
‘at work ‘et work 


MEDICAL CERTIFICATION: 


9 


a= EM ey I98Y,, that (1) (we) last 
we and that death inert at™ I ke the causes and on the date stated above. 


saw the deceased alive on... 
22a. SIGNATURE 


ATTENDING 


22b, DATE 
MED. STAFF SIGNED 
eS. (fare h > mo. | PHYS.  [e—direcror [} PHYS. [} afr wie 


director, page 3 should be detached for use as the burial. 
be filed with the State Dept. of Health prior to burial, 


TO FUNERAL DIRECTOR: After this certificate has been si 


1H’ 22d. ADDRESS 
ee a | Onn S. bLar s Ney _ Of ens 1s sa 
23e. BURIAL, CREMATION, | 23b. DATE THEREOF 23¢, NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) (State) 
REMOVAL (Speci) 8/26/64. Krider's Cemetery Westminster, RD. Maryland 
24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


» 


25a. ACES EF f REGISTRAR’ S. ae” iat di 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


75608 CERTIFICATE OF DEATH a 


i. PLACE OF DEATH 2. USUAL RESIDENCE (Whare deceased lived, If institution: Residence before admi 


. ee ARR Nes ; Petes °. ATE any! la nd b. COUNTY HarFord 


OS 
25 b. CITY OR TOWN [if outside corporate limits, ¢. LENGTH OF STAYIN 1b || ¢. CITY OR TOWN (lf outside corporate limits, write RURAL and give nearest town) 
53 wee RURAL ond give neoreshjow a D 2 
<3 Timi ne [ Y. NoRRis pile . 
ty a d. NAME OF HOSPITAL ee oe (if not in hospilel, give street eddress) | ‘d. STREET ADDRESS .. Cin tae 
ay A FARM 
#3 [Carre CounTy Generd) HosfiTa| a, ae 
a 3.0 fhach ‘First L Month 
OF 
an (een mee 2Ra Alverda {hen eS DEATH § 


9. AGE (In yan 


OO n 


MW. BIRTHPLACE (County os State, or foreign country) 


12, lee OF WHAT COUNTRY? 
York county , Penna! Uis-A, 
MOTHER’S MAIDEN NAME 


Many Jane Kuh hle 


17. INFORMANT ~ Address 


Widsam Jones Skeen mounT Pry 


IF UNDER 1 YEAR | 
[aie li 


IF UNDER 24 HRS. 


5. SEX 6. COLOR OR RACE|7. MARRIED [_] NEVER MARRIED [_]| 8- DATE OF BIRTH 
Hours | Min, 


‘im whit wiowe [I~ pivorceo [J | f-- 2¥— Ww 77 


10e. USUAL tee {Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY 
done dyring most of working, life, even if retired) 
VWone 


ULE wi Ae 


13. FATHER’S NAME 


faceb wive 
1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Yes, no, or unkown) | (Ifyesgivewerordetesof service) 


16. SOCIAL SECURITY NO. 


None 


s that the death certificate be executed within 24 hours after 


te has been signed by the attending physician and completely filled in by the funeral 


director, page 3 should be detached for use as the burial-transit permit. Then please remove 


< 18. CAUSE OF DEATH [Enter only one cause per line for (e), (b), end (c).] ~~] INTERVAL BETWEEN 
3 PART |, DEATH WAS CAUSED BY: = : iC ORS EANS Peta 
pe IMMEDIATE CAUSE (6) DV TEs Pris Ae BSTRUCTION ____|_ > DAYS 
z 
on DUE TO 
2 co * = 
32 ns, if eny, which (b)_ Meevuirus OF SMALL 1wresTINve fl) ne 
md gave rise to immediete ceuse 
“£2 (a), steting tha underlying ( PUETO 
Be couse last. {e) 
a? PART 1]. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{e}/ 19. way 
wy “Oo 
Az CrakeiFic, fPortic STE we sis | ves no [] 


200. ACCIDENT WAS UNDERLYING [) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in Part | or Part Il of itam 1B.) 


200. PLACE OF INJURY (Home, ferm, | 20f. (City orlown) (County) ———S*«S Sto tw) 
factory, strae!, office bldg., etc.) 


20c. TIME OF INJURY Month, Day, Yeer 
Hour a.m. 
p.m. 9 
2. I certify that (I) (this hospital) Wi the ale from... f e sevsseey 19sec, that (1) (we) last 
& if .., end that death occurred tS -F BM, ire the causes and on the date slated above. 
DING ED. TAFF 32. ONED 
ATTEN! “Mi s SIG 
ft Lecco AS Mp. | PHYS. LE pirector oO puys. [1 
<n 22d. ADDRESS 


20d. INJURY OCCURRED 
Whila Not While 
at work [_] at work [_} 


MEDICAL CERTIFICATION 


saw the deceased d elive on... 
oe SIGNATURE 


“ ce C 


227 PHYSICIAN’S 
NAME (Type) / 


= 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any ever 


death, Page 4 may be retained by the hos 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
TO FUNERAL DIRECTOR: After this cer 


23a. BURIAL, ia 23b. DATE THEREOF = 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) [Stete) 
RI VAL (Spegify), 
OPEL les peg my FaurnS Live IneThod ST Faw neni ef Yo County) R2 
24 FUNERAL DIRECTOR’S SIGNATURE ADDRESS 25a. REC'D BY REGISTRAR | 2Sb. REGISTRAR’S SIGNATURE 
wewsia | phmett Wa hunan Sleareahi, Climb Ye 
20M $-63 d hs a AAW S ) Pa. DATE / tml tes ad 


TO HOSPITAL OR ATIENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


VR AIS (4) 
20M ah 


death, Page 4 may be retained by the hospital or attending physician. 


MARYLAND STATE DEPARTMENT OF HEALING 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARY! 


99609 CERTIFICATE OF DEATH 1359 i 


that (I) (we) last 


from the causes and on the date stated above. 


that {I} {this hospital) attended the deceased from. 1 


saw the deceased alive on.. 19.8.80., and that death occurred eG i 


Pee ATTENDING STAFF 2a SIGNED 
‘S Ato MD. T}—thnecror O Pays. Sf 20 Shey 
22c. PHYSIQIAN’S 22d. ADDRESS 
| Nanette! Soar S. A&RS WE ey | heh ee Gl pete, 
23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY {Stete) 


REMOVAL (Specify) 


ra 
a3 is I DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
at Si a, STATE b. COUNTY 
ong Carroll MARYLAND Maryland Carroll 
£Se = 
“U5 b. CITY OR TOWN (if outside corporata limits, c. LENGTH OF STAY IN 1b ©, CITY OR TOWN (If outside corporate limits, write RURAL and giva nearest town) 
Z3Z5s geen; RURAL end give neerest town) / 
£75 Week |, Rural - Sykesville 
8 8 d, NAME tn HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) d. STREET ADDRESS = —— Is ees 
ee ON A FARM? 
Eas, | 
>, 30 °|___Carroll Co, Gensral Hospital _ North Ave ves [] No 
af > ma Os —_ eae = 5 
3 Ba et NAME OF | First Middle Lest 4a | & DATES Month Year 
aah = 
a {Type or print) SeaTH 
gos pint James L. Justice Aug. 20, 1964. 
9 5. SEX 6, COLOR OR RACE|7, ARRIED §Z] NEVER MARRIED [_] | &- DATE OF BIRTH 9. AGE (In yeors |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
2 lestibinthdey) “ue Deys | Hours | Min. 
. Male White | wows]  vivorce (] |6-28-4 896 yes, 
see Te. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
ig 2 ® done during most of working lifa, even if retired) 
Fo 5 
BSE Retired State | Maryland U.S.A. 
a @c 13, FATHER'S NAME 14. MOTHER’S MAIDEN NAME 
age 
£o9 
308 Thomas F. Justice Mary _E. Sipley ota 
go § = 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
3 = g (Yes, no, or unkown) | (Ifyesgive werordetesofservice) I s 1 fa 
2 8 Ho ----- coo--- Mrs. Bessie Justice ykesville, W 
=: me ea cameer; eet poe = —_ a == Se — .—— 
ne § 18. CAUSE OF DEATH [Enter only ona ceuse por line for {e), (b), end (e)a] >, INTERVAL Berwetn 
aa £ ry PART I. DEATH WAS CAUSED BY; ONSET AND DEATH 
ms a IMMEDIATE CAUSE (e). AA ae sy 2 - = * = —_ SS ee _ 
=¢ 
a re x DUE TO 
cx e Conditions, if eny, which (b) . 
3 BS to immediste couse { < “ale Ta 
Soy ing the underlying 
2 ee 
eos re couse last. {c) 
2 =. F3 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. WAS AUTOPSY 
wo ce) —— PERFORMED? 
2e2 2 : 
So. & |S BA rh A [ht iataan, ves [] NO [Sh 
Eas ou al 25 = 
8 oe = & | 20e. ACCIDENT WAS UNDERLYING (] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part! or Part Il of itam 18.) 
- 5 & OP CONTRIBUTING [] CAUSE OF DEATH 
2 >= © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
pee  |/20c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, ferm, | 208. (City or town) (County) (iete) 
Sipe g fisee ates While factory, street, office bldg., ete.) | 
“38 = 19 jet work [_] | 
eon 
Oso 
aa 
UZo 
3s 
Ben 
Awe 
és 
aot 
aes 
id a 2 
s 
5 53 
BS 
oud 
ia 


8-23- Gre New 


24 FUNERAL DIRECTOR’S SIGNATURI DRESS 7 GISJRAR'S SIGNATURE 


zn 


ficate be executed within 24 hours aft 


The law requires that the death cert 


TO HOSPITAL OR ATTENDING PHYSICIAN. 


vR 


20M 5-63 


MARYLAND STATE DEPARTMENT OF BEALTR 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


39610 CERTIFICATE OF DEATH 1 35 92 


rr) 
> 
: — — = 
§ 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where daceased lived, If institulign: Residence before admission) 
She a COUNTY a, STATE b. COUNTY 7 
ee MARYLAND AX el a 
= ‘ (et 
>es B. CITY OR TOWN (if oulside corporate fimils, . LENGTH OF STAY IN 1b ©. CITY OR TOWN {if outside corporaie limils, write PURAL and give nesrest town) 
ae OY MURAL cou dincoeerat ey 216 
=f tb VEnes UarjoN Beis GE 
3 / Ie OW: See 
3o° 4, NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) od, STREET ADDRESS . 15 RESIDENCE 
Gas Xx s ON A FARM? 
>: o —_—_— 4 
i as +. _|ws not 
3 ag 3 NEW OF Middle Lest re DATE Month 
a 
5 cs (Type or print) AA OL DEATH Aug 19 LY 
sa 4 
ee 2 5. SEX - COLOR OR RACE|F” maRRiED [FEVER MARRIED [] | & DATE OF 8 9. AGE (In yeorg|iF UNDER 1 YEAR] IF UNDER 24 HRS, 
& Ss. Jas! birthdey)" Months) Days | Hours | Min. 
oe ee wivowep []__bivorceo [7] = IGE 2 g Jy. 
83 TOs, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR IND! (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
Be done during most,of working life, even if retirgd) 
2 Kei lod Md Uis 
os 13. FATHER’S-NAME a = 
£2 
i v0 Co. Se 
£6 15. WASPECEASED EVER IN U.S. ARMED FORCES? } 16. SOPIAT ZECURTY NO. 17. Aer i. ‘Address 
c- (Yes, er, unkown) aia erordatesofservica) f WN 2 De ie 
iS We 4 Ln 0 2 MLE 
B> 1B. CAUSE OF DEATH (Enier only one couse per Mi for (8). E end kL. = | INTERVAL BETWEEN 
gf ONSET AND DEATH 
23 PART |. DEATH WAS CAUSED BY: 
Ze ~ IMMEDIATE CAUSE (e)_ “Ck” ¢ rn» gk lef o tht wr fy At € SOK 
gs DUE TO 
38 Conditions, if any, which wo SF fLArg- - + 4 _ 
gs g5ve rise to immediete couse a . i ui 
3S (a}, steting the underlying { DUE TO 
5 = couse lest, te) 


MEDICAL CERTIFICATION 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING JO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e) 19. Waser 
7 
he ves [] no [] 


20e. ACCIDENT WAS UNDERLYING [] | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in Pert | or Pert Il of item 18.) 
OR CONTRIBUTING [|] CAUSE OF DEATH 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 

20c. TIME OF INJURY = Month, Dey, Y« 
Hour a.m. 

p.m. 19 


20d. INJURY OCCURRED 


While Not While 
‘at work [7] at work [_] 


r 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) ~— (State) 


factory, street, office bldg., ete.) 


21. I certify that (I) (this hospi 4 f- Ae ; rf that (I) (we) last 
saw the deceased alive on. 19 fa." and that death occurred t from the causes Ss on the date stated above. 
220. SIGNATURE 22b, DATE 


ATTENDIN MED. STAFF SIGNED 
aa Mo, | PHYS. pirector [] Puys. [] 
/ — oe 
Ae STON Le Wy haut lped. 
b. DATE THEREOF aia NA a; OF pee ‘OR CREMAT i SOCATIOR [Cily, tgeqy oF county) (Stete) 
Ig/ 16 Pp LP EEK (EM 


TURE 25a, REC'D B' GISTRAI Wel gomme eS SIGNATUR] 
Teake nevi SS) aca ne’, 


l 
! 
! 


|) attended the deceased from. to.. 


22e, PHYSICIAN'S 
NAME (Type) 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any ev 


director, page 3 should be detached for use as the burial-transit permit. 


AIS (4) 


MARYLAND STATE DEPARTMENT OF HEALINA 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


s 2 
$ 33 \. PLACE OF DEATH 2. USUAL RESIDENCE (Whore deceased lived, If institution: Resi 
ae Se © COONTY a, STATE b. COUNTY 
5 ene Carroll MARYLAND Maryland Baltimore ty 
a ae b. CITY OR ak (if outside corporate limits, | ¢, LENGTH OF STAYIN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL end give neerest town) 
= F495 write RURAL end an neeres! town) 
S 2-5 ‘Rural - Sykesville | 2 mths. ,24da, Baltimore 21212 / 
£ pans d. NAME OF HOSPITAL a INSTITUTION {il not in hospital, give street eddress) —||_—=sd. STREET ADDRESS —— e eats 
= — 
Bye Springf: State H ital 6 
>, 3 |__Springfield State Hospital 1406 Winston Road ___| ves [] No §] 
3 3 Bn ; NAME OF int Middle Tost 14 DATE Month Dey Yeer 
Ss aah ; 
8 BRL | lvoe oconn MATILDA RUTH LETZER | "8 August 25, 1964 
be S, §3 5. SEX 6. COLOR OR RACE} 7, MARRIED [>] NEVER MARRIED [-] | © DATEOF BIRTH 9. Renee pee Tes) poe Eee 
- vt] jin. 
- sos Female White wipowen [33 vivorceD [|] 01-12-69 95 ys. va “ll ea mn 
2 e248 sua : acl 
2 - . a 'e 
3 o > 10a. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & St or loreign country) 12. CITIZEN OF WHAT COUNTRY? 
= BA done during most of working life, even il retired) E 
5 CE) . Housewife : Baltimore » Maryland _ U.S.A. a 
= o a 3. FATHER'S NAME | 14, MOTHER'S MAIDEN NAME 
& £23 Anthony Huber | Margaret Miller 
ome pis 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address - = 
£ 32% {Yes, no, or unkown) | (Ifyes give werordatesol service) 
Bs 2 2 no _none _|Springfield Hospital Records, Sykesville,Md 
ee = 15 & 1B. CAUSE OF DEATH [Enter only one couse por line for (e), {b), end (c).] “INTERVAL BETWEEN 
g 235 PART I. DEATH Was causiper Bilateral bronchopneumonia bea, teil 
323 = (e; Shee * = eee pee SP se 
co af j 5 
fa5 22 ao | DUE TO . : Tess than 
peck ae ere Fresh myocardial infarction (ja day 
Ss e Bes geve tise to immediete couse Bee ‘ 
fod — ( steting thi derlyir + 
Fees Ve j__Coronary arteriosclerosis years 
ear pee ee 
ae 2 = a ra PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{e}| 19. pa Ue 
iJ +4 ee ~ ary Qe Fer oe get . 2 
Daze Se, 5 Chronic brain syndrome with senile brain disease with psychotic ves K] No FJ 
Ses = ~ a 
eet a = | 200. ACCIDENT WAS UNDERLYING [] ib. JOW INJURY OCCURRED, (Enter nature of injury in Part | or Part Il ol item 1B.) 
& mv & | OR CONTRIBUTING [] CAUSE OF DEATH 
aEELS U | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
OF ses z 20c. TIME OF INJURY — Month, Day, Yaar | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, ferm, | 20f. (City or town) . (County) (State) 
SB uee> |S Hour a.m. While Not While factory, street, office bidg., ete.) | 
er 3° Ed mice 19 et work [] et work ["] 1 
Bas 
HeOss 21. 1 certify that ¥) (this hospital!) attended the deceased from... 192%, _ to... 4, that {#) (we) last 
m3 os 2 saw the deceased alive o: - ., and that death occurred wt 5M, Pete causes and on ie date stated above. 
6 2 aa ae a ATTENDING MED. STAFF 77. SIGNED 
ae Bok ep ca mo. | PHYS. [] DinecToR [[] PHYS. [X} 8~25-6F 
i ai ae 22. PHYSICIAN'S -- oT 22d. ADDRESS 
Be bt es | NAME (Tye?) Edmee Reeves, M.D. Springfield State Hospital, Sykesville 
: 2 = = 
f= EB Ze 23e, BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) 
3 =8 REMOVAL (Specify) ; Woodlal Md 
97g BURIAL 8-29-64 Lorraine Park Cemetery 2s 


24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


Wm.Cook,Inc., 1217 St.Paul S*reet, 21202 


YR AIS (4) 
20M 5-63 


AUG 28 1964 focordn nage 


Be 


1 MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


39612 CERTIFICATE OF DEATH 43594 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceesed lived, If institution: Residence before ‘edmission) 
a. COUNTY on a. STATE b. COUNTY. 
CAKICOLK CoUnT Y MARYLAND IAPR VLAN D CARROL Ze » 


b. CITY OR TOWN {if outside corporate limits, 


ce Pi OF STAY JN tb c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town} 
write RURAL end give neerest town) 


BES THYME TE. LA VRS WEST PUNSTE R, 41. 


d, NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give d. STREET ADDRESS 


26 FAST GLORELE STREET _|\Zo ae CLORG Sr 


oa ‘Month ~ Dey 


. IS RESIDENCE 
ON A FARM? 


3. NAME OF F First Middle Last 
DECEASED 


(Type or print) CAAROLIYVE LDA Ze OW 


S. SEX &. COLOR OR RACE] 7, MARRIED Bg] NEVER MARRIED | & DATE OF BinTH 


A wipowed []__bivorcep ["] sie 
ms BIRTHP 


fo 
TOs. USUAL OCCUPATION (Give kind of work — | 10b. KIND OF BUSINESS OR Ate. ‘ACE (County & State, aa country) — | 12. CITIZEN OF WHAT COUNTRY? 


Moose wine | Meas st bAnZ A he RE 
42 <M \AIDEN NAME 
MOA __ SBWYDER 


BY, da 


YEAR| IF UNDER 24 HRS. 
a Deys | “Hours | Min. 


carbon papers. Pages 1 and 2 s' 
ent, within 72 hours after death. 
>< 


ian and completely filled in by the funeral 


MARY ARUM RINE 


VS. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. AlAs BOE 
(Yes, no, or unkown) |(Mtvergivawerordatesofservice]| | be sw 20%, O LRCE S a 
4 ae BOWE 2 ot hh AWE IR, fers lies 7 EL, Me. 
& 18. CAUSE OF DEATH [Enter only one cauze por line for wa ge 3 oy end (eh PP INTERVAL GeTWEEN 
PART |. DEATH WAS CAUSED BY; to ( 
IMMEDIATE CAUSE ‘e) Cty ) A = ais ——a 


The law requires that the death certificate be executed within 24 hours after 


death, Page 4 may be retained by the hospital or attending physic 


{ DUE TO os ate 
Conditions, if any, which (b) _ 
geve rise to immediete couse . — 

DUE TO 


(2), steting the underlying 
couse last. ——— te) 


z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIPOTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(s)| 19. WAS AUTOPSY 
- 

3 yes [] No 

= | 200. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Entar nature of injury in Part | or Pert Il of itam 18.) 

& | OR CONTRIBUTING [} CAUSE OF DEATH 

& | (F EITHER, NOTIFY MEDICAL EXAMINER) 

< 20¢. TIME OF INJURY Month, Dey, Yer) 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, ferm, | 20f. (City or town) (County) {State} 
= ioe ee While Not While fectory, street, office bldg., etc.) 1 

= Won 9 jet work ot work t 


21. 1 certify that (I) (trts-trospital) attended ,the ee from. 
saw the deceased alive of 
a DATE 


220. SIGNATURE 
ATTENDING ED. STAFF a L's JED 
€ Mp. | PHYS. DIRECTOR p 7 kee ~ 


and that death occurred af m the’causes and on the date stated above, 


aa ) SEW. BE MD 103 EMA CA feta ts VER td 


“t 
Gide. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) 54} SD (Grete) 


23a. aT AVE; CREMATION, | 23b. DATE THEREOF 
LEITER'S CEN. | PESTA STE. 


L (Speeify) V4 a 
Bee ie >, 
‘ADDRESS 25a, REC'D BY 7 19 fae ee lg at 
oa UG 


director, page 3 should be detached for use as the burial-transit permit. Then pleas: 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending pl 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


MEST Ay STER_| 


g papers. Pages 1 and 
in 72 hours after deaj 


lease remove 
and in any fi 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 4 hours after death. 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the funeral 


director, page 3 should be detached for use as the burial-transit permit. Then pl 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, 


VR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE ‘eeagy 
: 9] 


CERTIFICATE OF DEATH 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, !f Institution: Residence before admlssion) 
a. CDUNTY a, STATE b. COUNTY | 
Carroll MARYLAND Maryland Washington 
b. CITY OR TOWN (If outside corporate limits, c. LENGTH OF STAY IN ib || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 3 oF 
Syke sville 8 mos .2hdys. Hagerstown . 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give Street address) || d. STREET ADDRESS ® asec 
Springfield State Hospital 7. S. Potomac St. ves} nol 
3. NAME OF First Middle Last 4. DATE Month Day Year 
DECEASED ss OF 
(Type or print) JOSEPH WALTER LYNCH DEATH August 7 19 64 
5. SEX 6. COLOR OR RACE | 7, MARRIED [] NEVER MARRIED[] | & DATE OF BIRTH 3. AGE a IF UNDER 1 YEAR|IF UNDER 24 HRS. 
4 as a hi Hi Min. 
Male White WIDOWED vivorceo[-]| 7-15-1880 8h re Nerd | eo | 
1Da. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR TI, BIRTHPLACE (County & State, or forelyn country) | 12. CITIZEN OF WHAT 
during most of working life, even If retlred) INDUSTRY " COUNTRY? 
Office Worker GAS COMPANY Pennsylvania sSeA. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
VJOSEPH W. LYNCH Unite MARY oLANGA 
15. WAS UECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 7 ‘i * 
No 220-05-6609 | Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (B), and (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: iti i 
Mes CAUSED EY: Transitional cell carcinoma of bladder Months 


ipl. C DUE TO 
Conditions, If any, which (b) 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (©). 


PART II. OTHER SIGNIFICANT CONDITIDNS. CONTRIBUTING TO DEATH BUTNOTRELATED TOTHE TERMINAL DISEASE CONDITION GIVEN IN PART 1a) 19. WAS AUTOPSY 
CBS associated with cerebral arteriosclerosis, with psychotic reaction] , PERFORMED! 


yes[] Nod Gd 
20a. ACCIDENT WAS UNDERLYING 
OR CONTRIBUINE CRUSE OF DEATH 
(IF EITHER, NOTI JEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part I or Part Il of Item 18.) 


MEDICAL CERTIFICATION 


20c. TIME OF INJURY Month, Day, Year 
Hour a.m. 
p.m. 


20f. (City or town) (County) (State) 


20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, 
While Not While factory, street, office bidg., etc.) 
at work at work [_] 


19 


22. L certify that (|) (this hospital) attended the deceased from_L1-13-63 —_ It _, 19___, that (D (we) last 
saw the deceased alive o! b-7= 19____, and that death occurred at from the causes and on the date stated above. 


22b. DATE SIGNED 


2 SIGNATYRE = 
A U Ns TAF 
Dy. beans ATE" kine CAAT aL 8~7-6h 
22c. PHYSICIAN'S 22d. ADDRESS Springfield “tate Hospital 
NAME (Type) 7 
Antonius Sykesville, Maryland _____ 
23a. REUNAC econ 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
fy) 
1964 | ROSE HILL CEMETERY HAGERSTOWN, MARYLAND 


ADDRESS 25a. REC'D BY "3 19h 25b. REGISTRAR’S SIGNATURE 


HAGERSTOWN, MARYLAND loecAUG 13 1964, 


1 MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


M 0961 4 CERTIFICATE OF DEATH t 


i. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceesed lived, If institution: Residence before, edmission) 
= e. COUNTY e@. STATE b. COUNTY ij 
Se i : 
gee ‘CARROLL MARYLAND MD. Hoe wARD aes 
pes b. CITY OR TOWN [if outside corporete limits, © LENGTH OF STAY IN Ib ©. CITY OR TOWN [If outside corporete limits, write RURAL end give neeres! town) 
pak i wyite RURAL end give nearest town) _— 
Tt ALES ~ ELL iéo lr €¢17r LEX 2 
2Po d. NAME OF HOSPITAL OR INSTITUTION (if nol in hospital, give sree! eddress) d, STREET ADDRESS Is RESIDENCE 
Bag Fr 
uk VOL fd Stome~ 3 | Bevin eet LANE ves [] No [] 
pan '3. NAMEOF First ~ ‘Middle =i ae . DATE “Month “Dey “Yeor 

Sw 

a DECEASED P 
HE TREE Gcoatode __M__ Malone He: 
Sse 2 are pee 
Pair 3. SEX 6. COLOR OR RACE|7, maRniED [] NEVER MARRIED [] | &- DATE OF = IF UNDER T YEAR| iF UNDER 24 HRS. 
58a: Boys | Hows | Min. 
ereie Ww wivowen [Xf _pivorcep [[] 4/13 | 
Bram TOb. KIND OF BUSINESS OR INDUSTRY] 11, BIRT Lb a= & Siete, or foreign country) | 12, CITIZEN OF WHAT COUNTRY? 


Ie. USUAL OCCUPATION (Give kind of work 
done during mostof working life, even if retired) 


PA dL. . 


Ri Re 
14. MOTHER’S MAIDEN NAME 


RR! GG pe _ 


17, INFORMANT Address 


eos) 


13. FATHI 


15. WAS DECEASED EVE 
(Yes, no, or unkown) 


Ni U.S. ARMED FORCES? 
(lfyde give werordetesofservice) 


16. SOCIAL SECURITY NO. 


18. CAUSE OP DEATH [Enter only one cause per line for (e), (b), end (e).] INTERVAL BETWEEN 


PART |, DEATH WAS CAUSED 8Y; - : YW. ONSET AND DEATH 
IMMEDIATE CAUSE od Lire the wy (LAA og 2m vow Gouge || = 


DUE TO 


Conditions, it eny, which o> Pastures, Crrbrale Amine bdo rb ef 


geve rise to immediete couse 


(sig the underlying ( PVE ° 4 L 3 y Pf ~ 


z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATEB/TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e)| 19. WAS euro 
< ves [] No [] 
# [200. ACCIDENT WAS UNDERLYING [| 20b. DESCRIBE HOW INJURY OCCURRED. i it | or Pert Il of item 18.) 2 = = 
2 OP CONTRIBUTING [} CAUSE OF DEATH {Enter neture of injury In Pert | or Pet of item 18.) 

© | UF EITHER, NOTIFY MEDICAL EXAMINER) 

% |/20c. TIME OF INJURY Month, Dey, Yeor ) 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, rag fhe sea Gils {County} {State) 

g fectory, street, office bldg., etc.) | 

= 


that (1) (we) last 


... and that death occurred af..f4e.M, from the causes and on the date stated above. 
v 22b. DATE 
ATTENDING, D. STAFF SIGNED 
Mp, | PHYS. DIRECTOR [_] PHYS. [_] 


22. PHYSICIAN'S 22d. ADDRESS 


j ” NAME (Type) x ee La Lh FG. 


23e. BURIAL, CREMATION, “> >), / Z 23c. Z iE OF CEMETERY OR CREMATORY 3d. LOCATION (City, town or county) {(Stete) 


Be bl ae BYE FL. n <= 


CALMED bo 
24 FUNERAL DIRECTOR'S mise ADDRESS REC'D BY REGISTRAR | 2Sb. REGISTRAR’S SIGNATURE 
ni WNL 6 a WEB “a Cie enct sen UG 7 1964 _ fororln doe 
oe 


death. Page 4 may be retained by the hospital or attending physician, 

TO FUNERAL DIRECTOR: After this certificate has been signed by the attending 
director, page 3 should be detached for use as the burial-transit permit. Then plea 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and 1! 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


TO HOSPITAL 4 ATTENDING PHYSICIAN 


The law requires that the death certificate be executed within q hours after death. 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending ph 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


ei 09615 CERTIFICATE OF DEATH , 

= 

23 @ 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admIsgfon) 

2 ae a, COUNTY a. STATE b. COUNTY 

2£y2 Carmi MARYLAND Maryland Baltimore City 

2 5 b. CITY OR TOWN (if eee col ppacate imits, ¢. LENGTH OF STAY IN ib || c. CITY OR TOWN (If outside corporate Ilmits, write RURAL and give néarest town) 

BE 2 Mee eeeLL Ive nearest town) 7 a & 

es 8 ykes e ays Baltimore é 

3 Ba d. NAME OF HDSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS e One rai, 

= ri : : 2 

See ; Springfield State Hospital 2231 Madison Ave. yes] no fx 

3s ss 3. Le First Middle Last 4. (ald Month Day Year 

Cae 

Bz Oyps er print) OLIVER (NN) MERRITT DEH August 25 ‘196, 

ses 5. SEX 6. COLOR OR RACE ]7, MARRIED [5¢] NEVER MARRIED [} | & DATE OF BIRTH 9. AGE Paes ene Let —— ae 
S f 

Bee Male Negro wippweD [-] pivorceD ["] 2-16-18 a | | 

s 

— 

gS 


bf 0a. USUAL OCCUPATION (Give kind of work done] ib. KIND DF BUSINESS DR TI. BIRTHPLACE (County & State, or foreipn country) | 12. CITIZEN OF WHAT 
g during most of working life, even If retired) INDUSTRY COUNTRY? 
8 None Harylan eS es 
ae 3. FATHER’S NAME Th Yer ER’S aS NAME 
SS 
=e Gabrill Merritt Sara Smith 
eg 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SDCIALSECURITYND. | 17. INFORMANT Address 
ES (Yes, no, or unkown) | (If yes give war or dates of service) 
5s No 215-32-9):53 | Records, Springfield S: 
pan = ~ 
io Fe 18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).1 Hus os) 
ts ead PenMEDIATE CAUSE ‘@_Arteriosclerotic heart disease ears 
s5 DUE TD ‘ 
Conditions, If any, which o)_Generalized arteriosclerosis Years 


gave rise to Immediate 
cause (a), stating the DUE TD 
underlying cause last. (c) 


Ss PART II. OTHER SIGNIFICANT CONDITIDNS CONTRIBUTING TO DEATH BUT NDT RELATED TO THE TERMINAL DISEASE CONDITIDNGIVENINPART (a) |19. ns ey] 
3 ic i se unknown. 

( |g| Paralytic ileus, cause OWN e ves [] NO fg] 
= 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part 1 or Part If of Item 18.) 
§§ | DR CONTRIBUTING [] CAUSE DF D 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
z 2Dc. TIME DF INJURY Month, Day, Year | 2Dd. INJURY OCCURRED | 200. PLACE DF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
a Hour a.m. While Not While factory, street, office bldg., etc.) 
= p.m. 19 at work [_] at work 


21, 1 certify that (1) {this hnenital attended the deceased fron__O=16-6) _, B00; 19___, that (1) (we) fast 
saw the deceased alive on U=e>-6, 19, and that death occurred 357001 Hin the causes and pn the date stated above. 


director, page 3 should be detached for use as the burial 


should be filed with the State Dept. of Health prior to bu 


Za. SIGNATURE Hee iE be DATE SIGNED 
J END MED. STAFF 
(Cita A (oA mo. PHYS. NSC) Bintector (1 Pas. 8-25-6), 
2c. PHYSICIAN'S wd, ADRESS Springfield State Hospital 
| ee a Octavio A. Ruiz, M. D. | Sykes e, Maryland 
23a. BURIAL Fees" 2a, DATE THEREDF i; c. NAME DF CEMETERY 08 CREMATDRY 3d. LOCATION (City, town or, pounty) State) 
pa (Specify) Lily " by , Z ia 2 
2a orn DIRECTO Pry 258, REU'D BY REGISTRAR | 25b, REGISTRARS SIGNATURE 
VR A15 (4) bE) J 
15M 4-64 NS re SEP. 1 1964 _fOhorbeg Jeg 


a) 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law re 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


a 


4 


£42 2 
3 Fa = 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admlsslon) 
eae a, CDUNTY a, STATE >. COUNTY J 
s 2.2 Carroll MARYLAND Maryland Washingbon- 
5 = & b. CITY OR TOWN (if outside cor, poets iimits, c. LENGTH DF STAY iN 1b || c. CiTY DR TDWN (if outside corporate limits, write RURAL and give nearest town, 
a eee write RURAL and give nearest town) > , 
a = 8 Sykesville SYESe mo: Baltimore v.17 
= 2 x d. NAME OF HOSPITAL OR INSTITUTION (if not In hospltal, give street address) || d. STREET ADDRESS 8 ae oe 
bi = 
=e Springfield State Hospital 1522 W. Mt. Royal Ave. ves L]_no Bel 
= Ss 3. NAME OF t 
fe = preoncte First Middle Last 4, Hal Month Day ‘ear 
Sy i (ype or print) HERBERT WALTER MEYER DEATH August _30 __19 6) 
S 85 5. SEX 6. COLDR OR RACE | 7, waRRIED [-] NEVER MARRIED [~]] 8 DATE DF BIRTH SAGE (in, ee pone ae (ul a 

= lonths | Days ours in. 
& BEE Male White wipoweD [-] S€p sivorceo [] |3-13~1892 72 yrs. ree | 
= Ee 10a. USUAL OCCUPATIDN (Give kind of workdone| 20b. a a Euless DR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
eS gu during most of working Ilfe, even If retired) CDUNTRY? 
2 e358 | Watchman Maryland | Sea 
8 ees 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
= 
€ See Jacob Meyer Eleanora Rapps 
° By ta 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 26. SOCIALSECURITYNO. | 17. INFDRMANT Address 
= HES (Yes, no, of unkown) APS aa ERE ‘ q 
& See Yes 12-07-51 Records, Springfield State Hospital 
a =. € 18. CAUSE DF DEATH [Enter only one cause per Ine for (a), (b), and (c).] BARS Seen 
S22 PART I. DEATH WAS CAUSED BY: 5 
BE ue | Ya IMMEDIATE GaUsE (a)___Bronchopneumonia 

Pin d 
=o y DUE TD 
$e Conditions, If any, which 0) 
"Soo gave rise to Immediate 
Ss mM 9 cause (a), stating the DUE TD 
* underlying cause last. 


oO 


cerebral arteriosclerosis 


cS "alias lear as cation, wit hout 


out 


'D THE TERMINAI 


20a. ACCIDENT WAS UNDERLYING 20b. 
OR CONTRIBUTING (7) CAUSE DF Di 
(IF EITHER, NDTI EDICAL EXAMINER) 


ang Daracce 


ISEASE CONDI GIVEN INPART l(a) |29. WAS AUTOPSY 
Beychosis« « CBS assoc. with PERFORMED? 
hras 5 


pect he, HDW ut gael fecal ‘D. (Enter nature of Injury i Part I or Part If of Item 18.) 


20c. TIME OF INJURY Month, Day, Year 
Hour a.m, 
mm. 


While 
at work 


Not While 


at work [_] 


MEDICAL CERTIFICATION 


19 


After this certificate has been si 


20d. INJURY DCCURRED | 20e. PLACE DF INJURY (Home, farm, 
factory, street, office bldg., etc.) 


20f. (City o 


ir town) (County) (State) 


Page 4 may be retained by the hospital or attendi 
director, page 3 should be detached for use as the bur: 
should be filed with the State Dept. of Health prior to bur' 


a 21. | certify that (I) (this hospital) atte! "a the deceased from. oat =30= pels) , that (I) (we) last 

pe saw the deceased alive I =e) 19____, and that death occurred 9: trom the causes and on the date stated above. 

Ff 22a, SIGNATURE 22b, DATE SIGNED 

‘S P Pe wo. BV’) Bintcror CPAs. 8-31-6), 

Bie, PHYSIGIAN’S "22. ADDRESS Springfield State Hospital 
NAME 

= / ¥®) Francisco Gnecco, M. D. | Sykesville, Maryland 

z 2a. re Pet 23b. PATE THEREOF 23c. NAME DF CEMETERY DR CREMATDRY Be 23d. LDCATIDN a town or county) (State) 

2 Bete 2 G/B JIIES \hou dew Pd ead fd. 

FUNERAL DIRECTOR ADDRESS C2? = 2a. See" 'F 7 peas T 

aN SC FRemaw Sehwag 3612 Fret. Ave. |un ka: 7 Gi 


MARYLAND STATE DEPARTMENT OF HEALTH ww 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 7, MARYLAND 


CERTIFICATE OF DEATH 13599 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Whera deceased lived, If institution: Residance before admission) 
a 7 ‘ a. STATE b. COUNTY 
AOL be Coun 7, _ MARYLAND AIA RLA AML CA LRNROLL 

28 b ain rek WN (if ould SERGE ~¥c, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporata limits, write RURAL and give nearest town) 
aU write and give neerest town) 
38 V{WL- FIWKSBYRE ap) 2BYRS \PLRAL ~-AWKS BURG, WE-K 
a bd d. ie OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) d, STREET ADDRESS ile TE rane 
aan RT Kees 4 4£0W D0 BRIDCE (OAD <a 2 PLOW 00 BRIDGE ee p ves L] NCE 
5 em [aed NAME OF First Middle 4 DATE Month Year 
fe | teen AVAL SOS FHM MRFIN Beare AU CU/S7— LZ 964 


5. SEX 6. COLOR @R RACE 


/= 


10a. USUAL OCCUPATION (Give kind of work 
done during most of working ‘even if retired) 


9. AGE [In years 


7. MARRIED [_] NEVER MARRIED [_] | 8- DATE OF BIRTH Bobi es 


WIDOWED pivorcep [_] |\DEC. 23 3 STL vA 


10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {County & State, or foreign aa 
| WOVS LP A 


Le: LOW /BELAND 


14. MOTHER’S MAIDEN NAME 
JAMES Kihe COYNE SARAYN _GCRAA/Y 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 


16. SOCIAL SECURITY NO.| 17. ier ss 
(Yas, no, or unkown) | (Ifyesgive warordatesofservice) ZMH e, 
—_—_— 


Si thE 
AD |Meone— 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a). 


" 8 DUE TO. 
Conditions, if any, which {b), 


IF UNDER 1 YEAR) IF UNDER 24 HRS. 
Months | Deys | Hours Min. 


12. CITIZEN OF WHAT COUNTRY? 


a fk. 


ding physician and completely filled in by the funeral 


Then please remove 


= tors 


s that the death certificate be executed within 24 hours after 


death. Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the atten’ 


gave rise to immediate cause 
(e), stating the underlying ( DUETO 
cause last, {e) 
PART I, OTHER SIGNIFICANT CO! iS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART i(a)| 19. WAS AUTOPSY 
yes [] No 


20a. ACCIDENT WAS UNDERLYING [] 
OR CONTRIBUTING (] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Déy, Year 
Hour a.m. 
19 


p.m. 


20b, DESCRIBE HOW IN, OCCURRED. (Entar nature of injury in Part | or Part Il of item 1B.) 
20d. mapecc CCURRED | 200. PLACE OF INJURY({Homa, farm, + 20f. (City or town) (County) j (State) 
factory, stregiySffica bidg., we) 


Whil Not Whil 
at work Oa wake] 

2.9%; that (1) (we) last 
, from the causes and on rs date stated above. 


MEDICAL CERTIFICATION 


21. 1 certify that (I) (this i a attended the deceased from. l=. 


saw the deceased alive on. 2., and that death occurred all, 


Cf “19-6 DATE 
ATTENDING STAFF IGNED 
mip. | PHYS. DIRECTOR (1 prys. 
22d, ADDRESS 
| He fe (STOEL OW N 
CREMATION, | 23b. DATE THEREOF [AME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) 


aos” | OZ, Oo VA of 


IERAL DIRECTOR'S SIGDATUI ADDRESS 


BESTA SZEPRQ SID 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any ever 


director, page 3 should be detached for use as the burial-transit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requi 


DEER FARK a — SMAbb. proob, MP. 


(C’D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


oa IG 2; 0 phobia Noeg 


< 
3 
fo 
a 


3 
= 
rd 
& 


a 


the funeral 
ges 1 and 2 


b 
Pat 


in 
within 72 hours after d 


ician and completely filled 
lease remove carbon papers. 


|, and in ai 


-transit permit. Then 
, cremation, or removal 


ign 
if 


After this certificate has been signed by the attending phys 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: 
director, page 3 should be detached for use as the bur! 


TO HOSPITAL d ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 4 hours after death. | 
should be filed with the State Dept. 


VR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
9 BINgION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


of Health prior to b 


MEDICAL CERTIFICATION 


CERTIFICATE OF DEATH 136U0 
1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
BOLL a, STATE b.COUNTY |. ry 
ILe. MARYLAND Ma ry. Baltimore City 
b. GITY OR TOWN (If outside coi ate limits, . LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, wrlte RURAL ‘and give nearest town) 
write @ RURAL and glve nearest town) a 
Sykesvi lle hyrs.6mos.23dys. Baltimore BVO PH: 
a wane F HOSPITAL OR INSTITUTION (If not In hospital, give street address) | d. STREET ADDRESS 8 PAR A es 
Springfield State Hospital 853 N. Howard St. yes(] noGd 
3. Fourier First Middle “Last 4. DATE Month Day Year 
Clype or print HELGN VIRGINIA _NWMAN DEATH August 1319 
5. SEX 6. COLOR OR RACE | 7, MARRIED [_] NEVER MARRIED [~] | & DATE OF BIRTH 3. AGE (in years |TFUNDER 1 YEAR|IF UNDER 24 HRS. 
Hf last weed Months | Days | Hours | Min. 
Fenale White WiDoweD fC] pivorceo{]| 9-2-1900 63 
10a. USUAL OCCUPATION (Give kind of workdone} 10b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign eat 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY ¢ COUNTRY? 
Housework Pennsylvania U.S.A. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Walter Bateman Mary Cleveland 
15. WAS DECEASED EVER INU.S.ARMEDFORCES? | 16. SOCIALSECURITYNO, | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 
No 235=16-2060_| Records, Springfi 3 spital 
18. CAUSE OF DEATH [Enter only one cause per line for {a}, (b), and (c).3 INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ree ; . ence een 
IMMEDIATE CAUSE (a)_AYteriosclerotic heart disease 2. Ypers <9 
) 
i DUE TO 
Conditions, If any, which (b). 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (c) 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART i(a) 19. WAS AUTOPSY 


ERFORMED? 


GBS associated with cerebral arteriosclerosis, with psychotic reaction ve Ty no [3g 


2Da. ACCIDENT WAS UNDERLYING 
OR CONTRIBUTING [7] CAUSE OF DEAT! 
(IF EITHER, NOTH EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part Il of Item 18.) 


20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 
Hour a.m. while Not While factory, street, office bide. ete.) 
p.m. 19 _ lat work] at work 


21. | certify that (I) (this hospital) attended the deceased from_L=-L0-60 19___, that (I) (we) last 
saw the deceased alive o 8 19____, and that death occurred PLE the causes and on the date stated above. 


20f. (City or town) (County) (State) 


Maal 


i) ‘SIG! RE [‘- 22b. DATE SIGNED 


MED. STAFF 
PHY’ (_ikector (1) pays. ET "8 8-11-6) 
22c. PHYSICIAN'S 


728. TOORESS Tice he State Hospital 


PEPE Clyne) Antonius n, M.D. ans a 
230. BURIAL, CREMATION, “ ny THER 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) ‘Gtate) 
pan Specify) “G4 : | 
ia svi ibe 
2. 


UNERAL DIRECTOR 


25a. REI DE EGISTRAR | 25b. REGISTRAR'S SIGNATURE 
one AUG 17 1964 fe lionrbig eedge 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


FOR STATE 


MEDICAL EXAMINER’S CERTIFICATE OF DEATH 1860j 
HEALTH DEP. T. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
a. COUNTY Cerro) a, STATE b. COUNTY Caresdl 
5) ae: MARYLANO 
Sgs =: = b. GITY OR TOWN (if outside eorpoute limits, c. LENGTH OF STAY IN 1b || c. CITY OR roid (If outside corporate limits, write RURAL and give nearest town) 
255 £8 Wiataneten ome. 15 years Westminster va 
SoTE sy oS / 
oe ae d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, glve street address) || d. STREET ADORESS 7 6. 1S RESIOENCE 
om . 
gee 280) |Carroll County General Hospital 15 Hook Road ves] nol 
Sz a e2 3. ks First Middle Last 4, Gal Month Day Year 
3 
Buz BR (Type or print) PAUL J. ORENDORFF DEATH = August 3, 1964 
=) F=o 5. SEX 6. COLOR OR RACE | 7, maRRIEO [~] NEVER MARRIED [_] | 8 OATE OF BIRTH 5, AGE (in years |IFUNOER 1 YEAR|IF UNDER 24 HRS. 
8 3 2S a it 3 Irthdey) (Months | Days | Hours | Min. 
£82 a male white wipoweD pworceo[]|July 3, 1898 es | | 
sos 10a, USUAL OCCUPATION (Give kind of workdone| 1Db. KINO OF BUSINESS OR Ti. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT 
2 during most of working life, even If retired) TNOUSTRY Re _ COUNTRY? 
25 w passenger traffie mgr| B & O Railroad Westminster, Maryland U.S.A. 
aoe 13. FATHER’S NAME 14. MOTHER'S MAIOEN NAME 
ec oc 
AICS John Orendorff Alameda Corbin 
£So oF 
aoe zs AB WAS OEEASEOEVER INUIS-ARMEOFORCES? | 16. ‘SOCTALSECURITYNO, | 17. INFORMANT 4s te é lai 
fe 1, own, yes give war or service) i : ocus rive 
vo tf oo = ? Martin Schlining 
ve 2B Ef Balto 
= s= 55 18. CAUSE DF DEATH [Enter only one cause per | for (2) (b), and (c).) s inreevi ae Rede 
at eae PART |. DEATH WAS CAUSEO BY: ee 
soos fy IMMEOIATE CAUSE (2) ~~ 
a Ss 5 1/Dy oe OUE To : 
+ Conditions, If any, which a 2. 
5 gave rise to Immediate 
3 cause (a), stating the DUE TO 


iy 


underlying cause last. (O} 


to the Chief Medica 


This certificate should be executed wi 
iting the word “pendin 


Ss 
= 
3 
Len 
3 
8 & | PART I OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH BUT NOT RELATEO TO THE TERMINAL OISEASE CONOITIONGIVEN INPART 1(a) 19. WAS AUTOPSY 
3 .{s AT Sa 
#000) |S ves] NOWT 
2s & | 20a, EXTERNAL CAUSE WAS 
2 22 | PRIMARY JX] or CONTRIBUTING 
Ss oy & 
S$ Be 51 | CAUSE OF DEATH. 
ss ow a 
s— GS é . r 
sis ap a Oye a.m. : 
ocd a [2b While Not While 
aS. ey OG 1a : at work} at work 
b= Ss ‘ = * " 
SEs a8 21. 1 certify that took charge of the remains described above, held an Autopsy | |, ly Nf, indutry [_], 
8Sa5 é ; fet 
ofesa death resulted from:,, Naturai cause , Accident 5 Suicide ["], Homicide [_], Undetermined manner [_] 
@:: =5e ‘ CHIEF MEDICAL EXAMINER [_] 
S2e8e2 TUAL ‘ ASSISTANT MEDICAL EXAMINER [_] 22,_ DATE SIGNED 
Bse7S_ SIGNATU M.D. 
Z=easis ear OEPUTY MEDICAL EXAMINER =f h 
. = } 
5 = 52 &= ho NAME ib) Address (Street, city, town, or count 7 
S8es p= 23a, BURIAL, CREMATION, 23D. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
oases REMOVAL (Specify) 
= e burial 8/2/64 


Ste John's 3, Cem.| Westminster Maryland 
24. FUNERAL OIRECTOR PiggrtLon ER ay REC'D BY eae iy REISTRAR’S ‘SIGNATURE 
Lb: Fryer ft Wet = AUG 6 1964 fCHonba uetpe, 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


99620 CERTIFICATE OF DEATH 

5 ee 
a /) 1). PLACE OF DEATH 2, USUAL RESIDENCE (Where deceesed lived, If institution: Résidence belore ed mission) 
a e. COUNTY 11 @. STATE M fil a b. ela a! 

ae Carro « # } manyianp || Marylan arro ? 

= ee, a b. CITY OR TOWN [if outside corporete limits, c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN {If outside corporate limits, write RURAL end give neerest town) 

SS Pe ., Write RURAL end give neeres! town) = ba . 

ale grt | Westminster _ life time # / Westminster 

£ ee d. NAME OF HOSPITAL OR INSTITUTION {il not In hospitel, give sireel eddress] ] ~d, STREET ADDRESS a Tene 
= oy ON 

a5/ 

5 abe Carroll County General Hospital | 408 BE, Main Street _ ves [] No [3 
a4 Sa '3. NAME OF ~ First Mi — ‘last =—=—S*«dS«j. DANTE =——~—~=~*SMMonth Dey Yeor 

a on DECEASED OF 

& Qc ubpeser oath NORMA ESTELL REIFSNIDER DEATHAYeUst 2% 1964 

©. 5. SEX 6. COLOR OR RACE|7, MARRIED [_] NEVER MARRIED [] | & DATE OF BIRTH 9. AGE (In yeers |iF UNDER i YEAR| IF UNDER 24 HRS. 
3 bi birthdey} |Months| Deys | Hours 

- female white wows] —oivorceo[] Oct. 15, 1882 2 ys. | | 

8 = > 10e. USUAL OCCUPATION (Give kind of work 1Ob. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & Stale, or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
= M o done during most of working ven il retired) 

B 382 housewife ©" - te Westminster, Maryland Ups pA. 

FS, Sec 13. FATHER’S NAME Aa 14. MOTHER'S MAIDEN NAME a a, 

= a= F 5 

8 $22 Oscar D. Gilbert Ida Louise Bowers 

© § R, 1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT ‘i a 

= 23 {Yes, no, or unkown) | {Ifyesgivewerordelesol service) 

eG a = 3 Mrs. C. Kenneth Perr same 

£ : = = = a = = —_ See 
= = 5 18. CAUSE OF DEATH [Enter only one cause per ling lor (e), (b), end (e).} = INTERVAL BETWEEN. 

” 

2 OS PART I. DEATH WAS CAUSED BY: 3 ae eg 
8 ae IMMEDIATE CAUSE (e). ar = Oe a cde Sree ———=— — = 

eee 

© = Be , DUE TO 

3 a iti 

z =e Conditions, if eny, which {b)__ i". * = | _—_ 
7a; 5 geve rise to imme: 

= 4 {eo}, steting the u DUE TO 


couse lest, wi Sa (e) 


Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELAJED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Tie]| 19. WAS AUTOPSY 
= VISITE a Qt ves [] No |} 
© [20e. ACCIDENT WAS UNDERLYING [J 20b. DESCRIBE HOW INJURY OCCURRED. {Enter neture of injury in Pert | or Pert Il of item 18.) = 

& | OR CONTRIBUTING [] CAUSE OF DEATH 

© | UF EITHER, NOTIFY MEDICAL EXAMINER) 

z 20e. TIME OF INJURY “Month, Dey, Yeor | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, ferm, ' 20f. (Clty or town) (County) (Stete) 

a Hour e.m. While Not While fectory, street, office bldg., etc.) | 

Z Hay 19 jet work [] et work [_] t 


, 192%, that (I) (we) last 
ER. ..M, from ‘the causes and on the date stated above. 


death. Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the funera 


director, page 3 should be detached for use as the burial 
be filed with the State Dept. of Health prior to burial, 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


22b. DATE 
SENOING STAFF SIGNED 
MD. [5 bikecror oO PHYS, (a _— 7g Bee 

22c. PHYSICIAM'S 22d. ADDRESS 4 
j ee! 4 Yes MARS HEY B het bt pT P od a 
* 123e, BURIAL, CREMATION, | 23b. DATE THEREOF 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) {Stete) 

EMOVAL (Specify) 4 : 

ae | 8/27/64 Krider's Cemetery Westminster RD 


Maryland — 
a AUG “pen uaa 25b, fovent leg Ne RE 


2. INERAL a 23 SIGNATURE ADDRESS 
os PZengihe g Yh Letiisudig Ted | 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


1 A MARYLAND STATE DEPARTMENT OF HEALTH 
09621 CERTIFICATE OF DEATH 13643 


a 
5 - 
= 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, H institution: Residence before edmission) / 
= a. COUNTY Lrbl, a. STATE b. COUNTY ai 
§ Howard a 
5 MARYLAND Maryland __ Streeters us 
3 b. CITY OR TOWN {if outside corporate limits, ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limils, wrile RURAL end give nearest town) 
~t write RURAL end give nearest town) 
s Woodbine 11 months Baltimore _ = (Bey i 
. d, NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) d. STREET ADDRESS °. 1S Rae 


Golden Age Nursin g Home 


. NAME OF oy fait “/ 77 Middle edhe 
DECEASED 
(Type or prin!) 1 4 


Bus 6. COLOR OR RACE! 7, MARRIED [_] NEVER MARRIED [_] | B- 


Female White wows RR} pivorceo [] 


Wea. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY 
done during most of working life, even if retired) 


At Home 
13, FATHER’S NAME 


ves 1] NO wy 


ks 9 Aca 
IDER 1 YEAR) IF UNDER 24 HR: 


Deys | Hours | Min 


in 72 hours after death, 


HF UNI 
Months 


| 12, CATIZEN OF WHAT COUNTRY? 


Baltimore Pr oreANs 


14, MOTHER’S MAIDEN NAME 


WW 


Phelps Unknown 
15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
(Yes, "Kc unkown) | (Ifyesgivewarordatesof service) A 
° None Regina Staley 5118 Norwood Avenue _ - 


18. CAUSE OF DEATH [Enter only one cause per line Age), (b), end (e).] 


PART |, DEATH WAS CAUSED BY, 
IMMEDIATE CAUSE (e) 


: { DUE TO SS — 
Conditions, if any, which (b)_ gt al i A 


geve rise to immediate cause 


|, cremation, or removal, and in any event, 


DUE TO 


(e), steting the underlying 
(at () a Sees 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT REYATES TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l(e)| 19. WAS AUTOPSY — 


z 

7 2 PERFORMED? 
s yes [] no [J 
3 20a, ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURED, (Enter neture of injury in Pert | or Pert Il of item 1B.) ;- iy 
2 | OR CONTRIBUTING [] CAUSE OF DEATH 
G |r EITHER, NOTIFY MEDICAL EXAMINER) 
$ | 20c. TIME OF INJURY Month, Dey, Yeor | 20d, INJURY OCCURRED | 20s. PLACE OF INJURY (Home, farm, j 20%. (City or town) (County) (Stete) 
a Hour em. While __Not While factory, street, office bldg., ete.) | 
= pin rT) at work et work ! 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed 


TO Hospital 
death, Page 458 be retained by the hospital or attending physician. 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages 1 and 2 should 


be filed with the State Dept. of Health prior to burial 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the funeral 


il Lows ICL t0 LMP rcs, IKEA that (I) (we) last 
LG IG od that death occured ALO MG the’ causes and on the date stated above, 
—_22b, DATE 
ATTENDING MED. STAFF SIGNED, 
Mp. | PHYS. DIRECTOR [_] PHYS. 
E’BHYSICIAN’S é oa iy A 22d. ADDRESS 3 a 
. NAME (Type) Nv 
| MAM AST 1 le he well at a 
Za. BURIAL, early 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) {Stete) 
REMOVAL, (Specify G 
Buria 8/18/64 New Cathedral Cemetery | Baltimore, Maryland 


25a, REC'D BY REGFSTRAR | 25b, REGISTRAR’S SIGNATURE 


DATE AUG 19 = eee 


VR AIS (4) 
15M 7/61 


z Bimacy K ‘ADDRESS 
sworth Armacost iberty Heights Ave, 


on papers. Pages 1 and 2 
jn 72 hours after death. 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the fi 


director, page 3 should be detached for use as the burial-transit permit. Then please remove c 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 
death. Page 4 may be retained by the hospital or attending physician. 


VR AIS (4) 
2DM S-63 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any ever 


MARYLAND STATE DEPAKIMENT OF NEALIN 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


} T F DEATH } 
0S622 j “ CERTIFICA EO am a 13664 
PLAGE OF DEATH 2, USUAL RESIDENCE (Where daceased lived, It institution: Residence before edmission) 

& . STATE, b, COUNT) 
MARYLAND F Maryland c arroll 


b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAYIN 1b ||. CITY OR TOWN (if outside corporate limits, write RURAL end give neeres! town) 
write RURAL and give nearest town) 
Rural - Sykeaville | 3 days Millers, Maryland 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street address} d. STREET ADDRESS e. 5 preys 
— A FARM: 
a eetiet a State Hospital r a : £ —__| ves PX} No 
3. NAME OF First “Middle a. 4. DATE ‘Month “Days Year 
DECEASED OF 
(Type or print GERTIE ELLEN RIPPEON | peatH = August 11 = 19 64 


3. SEX . COLOR OR RACE! 7 maRRIED [DJNever married [-] | & DATE OF BIRTH “19. Fie eat ea 


Female White WIDOWED pivorceD [} 4.2599 1894 yes. 


10a, USUAL OCCUPATION (Give kind of work Db. KIND OF BUSINESS OR INDUSTRY | Ti, BIRTHPLACE (County & State, or foreign country) 
done during most of working life, even if retired) 


TF UNDER 1 YEA 
“Monit 


IF UNDER 24 HRS. 
Hours Min. 


12, CITIZEN OF WHAT COUNTRY? 


Housewife  |OwW Pome | Maryland : Pa: ee 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Frank Hiltabridle Lillie Baugher 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address At. -_—S 
(Yes, no, or unkown) | (Ifyesgive waror dates ofservice) 
No 1/4 NON &__|Springfiela Hosp. Records, Sykesville, Nd. 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), end (el) ©] INTERVAL WETweEn 
Se re 
f DUE TO 
Conditions, if any, which » Old Myocardial Infarction st . | Months — 
gave Lise to immediate canee DUETO 
pelea eno k haces bine) 4 Coronary Arteriosclerosis Years 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART n| La ane AUTOPSY 


2 PERFORMED? 
it chotic reaction 
Chronic brain syndrome assoc. with cerebral sbebersuctés Eee 8 no [] 

2De. ACCIDENT WAS UNDERLYING oO 2Db. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 18.) 
OR CONTRIBUTING [[] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Dey, Yeer 
Hour 


2Dd. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, fe 
factory, street, office bldg 


‘or town) (County} 


MEDICAL CERTIFICATION 


19 
21. | certify that (i (this hospital) attended the deceased from... Om: z wy 1964b, that (0 (we) last 
19.64, and that death occurred ail23. Dp Rremt the causes and on the date stated above. 


saw the deceased alive on....Q: -11 


eee ATTENDING STAFF 28. ONE 
Ilse Kamm mo. | PAYS. EL] Director [} Prvs. oO 8-11-64 
22c. hometaee ae \w 22d, ADDRESS 
0] . 
Mt rrr, eR Springfield State Hospital, Sykesville 


J, 


DATE THE} “t 23¢, NAME OF CEMETERY OR Cl \ATORY LOCATION (City, Op county) (Ss! mde 


oy MT pian EM. Robb, b 


‘ADDRESS 25a, REC'D BY REGISTRAR | 25b, REGISTRARS SIGNATURE 
iD AL l V2 SAE LY, / oat ALG l d poces eres, 


BURIAL, CREMATION, 
Rina (Sy yee 


IRECTOR’S, wd 


TURE 


MARYLAND STATE DEPARTMENT OF HEALTH 


— 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, TBRU5. 
336 23 CERTIFICATE OF DEATH 65 
5 2 = 
3 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where daceased lived, If Tasfitutions Residence ‘befora admission) 
- COUNTY, a, STATE b. COUNTY. 
& Carroll MARYLAND Maryland Carroll 
2 3 b. CITY OR TOWN (if outside corporata limits, ‘c. LENGTH OF STAY IN Ib <. CITY OR TOWN [If outside corporate limits, writa RURAL end give neerest town) 
ae 5 writa RURAL end giva nearest town) 
a & rural Westminster 7? years |X Rural Westminster 
a 3 d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) ] & STREET ADDRESS e. 1S RESIDENCE 
0 e 
3 x 110 Uniontown Road _|} 110 Uniontown Road ves [] No fx} 
iad MEOF First — Middla Last 4 DATE “Month Day vn 
x ” DECEASED OF 
G Derateccedn LENA ROBINSON DEATH =August 12 1964 
xs 5. SEX &. COLOR OR RACE|7, MARRIED [XJ NEVER MARRIED [-] | B. DATE OF BIRTH STAGE Dn e0n IF UNDER 1 YEAR| IF UNDER 24 HRS. 
4 st ¥) |Months| Days | Hous | Min. 
female white | woow[] oworco[]| Sept. 6, 1881 GSMO? [Monte] Bare [Hows [Min 


Wa. USUAL OCCUPATION (Giva kind of work 
done during most of working lifa, avan if retirad) 


housewife 
13. FATHER’S NAME 


Herman Berg 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 


(Yas, no, or unkown) | {Ifyes give werordatasofsarvica) 


1Db. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Steta, or foreign country) 


Eckfeld, Germany 


“) 14. MOTHER'S MAIDEN NAME 

Elizabeth ? 
17. INFORMANT Address 
John Ae Robinson sane 


12. CITIZEN OF WHAT COUNTRY? 
/ 


Germany 


16, SOCIAL SECURITY NO. 


1B. CAUSE OF DEATH TEnter only one cause per line for dice: (bi, and {c).] 


INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: pA a> z ONSET AND DEATH 
IMMEDIATE CAUSE (a)___ y 


as 


y ya DUE TO Z = 
y, 2 ath ba a ; 
Conditions, if any, which a oe fal C S ee 4 


gave rise to immadiata cause 
{e), stating tha underlying DUETO 
alitet te 


PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1 Ie) 


y19. WAS AUTOPSY 


PERFORMED? 
yes [] NO a 


2Da. ACCIDENT WAS UNDERLYING B 20b. DESCRIBE HOW INJURY OCCURED. (Enter natura of injury in Pert | or Part Il of item 1B.) 
OR CONTRIBUTING [_] CAUSE OF DEATH 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yaar 
Hour e.m, 


206. PLACE OF INJURY (Home, farm, | 2Df. (City or own) _ (County) “(State) 
factory, streat, office bldg., etc.) | 
\ 


20d. INJURY OCCURRED: 
Whila Not Whila 
let work [_] at work 


21. 1 certify that (I) 1) attended the deceased from. 19 KX to 1 t 
saw the deceased alive on... ECL and that death occured wa from the causes and on the date stated shove, 


oe Bed), ATTENDING MED. STAFF 22. OND, 
“AC, mp. | PHYS. i, ate OO pays. 1 Bg (ZY 


MEDICAL CERTIFICATION 


19 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed 
jal or attending physician 


be retained by the hos; 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the funeral 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages | and 2 shi 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


at 
Zo 22c, PHYSICIAN'S 22d, ADDRESS 
le 
E28 NAME {Typa bh yh 
BeEes | MME), Sen aE MD! eRe Main Law a At 
Qe ‘23a. BURIAL, CREMATION, | 23b. DATE THEREOF oe ies wah OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) {Steta) 
A OVAL {Spacify) : "i 
9° uria 8/15/64 eadowridge Mem, Park Baltimore, Maryland 
VR AIS (4) 


1SM 7/61 


25a, REC'D BY 7 134 2Sb, REGISTRAR’S SIGNATURE 


paUG 17 1964 fChorbss Judge 


24 FU [AL 3. oy Ss ey sy ADDRESS 
Lipide Wk, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


< 
a 


20M 5-63 


pn papers. Pages 1 and 2 s 


4nd completely filled in by the funeral 
thin 72 hours after death. 


ve, 


director, page 3 should be detached for use as the burial-transit permit. Then please refove carB 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any 6 


death. Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physjeté 


S 
G 
= 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


09624 CERTIFICATE OF DEATH 1 360 > 


1L Lag ee DEATH 2. USUAL RESIDENCE (Where deceesed lived, If institution: Residence before admission) 
2. 
2. STATE b. COUNTY 
Carroll MARYLAND M Maryland ae Gatto 4 
b. CITY OR TOWN [if outside corporate limits, ¢. LENGTH OF STAY IN Ib €. CITY OR TOWN (If outside corporate limits, write RURAL end give nearest town) 
write RURAL end give n: st town) ? 
Ze 


/ Syke sville _ — eae 
j o. STREET ADDRESS | e. IS RESIDENCE 


i JAPJOR INSTITUTION (if not in hospitet, give staat oddress) 
“g ) L Z. ON A FARM? 
uu teens * ‘ ves [_] NO fel 
| ee ae = en a ane 
3. NAME Mi 


iddle Last 4. DATE Month Dey Year 
DECEASED 


a _ oF 
iveatarexiai) Lillian L. Schultz DEATH Aug : q fe cH 
8. DATE OF BIRTH 9. AGE (In yead|IF UNDER1 YEAR | IF UNDER 24 


‘sae 6, COLOR OR RACE! 7, MARRIED [_] NEVER MARRIED [SQ] Ake veer 


Fem y le Ww h ite wipoweb [_} Divorced [_] Du. yes. 


eae Days | ‘Hours | 
i 


We. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY |"H. SIRT PLACE {County & Stete, or foreign country) 
done during most of working life, even if retired) 


12. CITIZEN OF WHAT COUNTRY? 


etired ------- Maryland USA 
13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Louis Schultz Mammie Taylor ‘ 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
(Yas, no, or unkown) | (Ifyesgive werordetesof service) D- 
nelle eee 6-0-4 Mrs, Ethel Chipley Sykesville, Md. _ 
18. CAUSE OF DEATH [Enter only ona cause-per line for (e), (b), end (c).] ws a | {INTERVAL BETWEEN 
IMMEDIATE CAUSE {e), i sel e- at ee re >, 
} DUE TO 


Conditions, if eny, which (by “ 21 Sr ew bs LO Gor 


geve rise 10 immedieta couse 


2) sate te sean “3 belie * fn Lete gedbaotse CUD | we 


= PART Il. oe SIGNIFICANT CONDITIONS CONTRIBYTING TD DEATH BUT NOWRELATED TO TH TERMINAL DISEASE CONDITION GIVEN lpi PART Ie) | 19. 
2 (Bett PERFORMED? 
3 a __|vs 1 xe 
i | 20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INSURY OCCURREDY injury i Mt of item 18. 
& | Op CONTRIBUTING [1 CAUSE OF DEATH 01 YO Entar“nature of injury in Pert | or Part Il of item 1B.) 
© | (F EITHER, NOTIFY MEDICAL EXAMINER) ee 
z - - _ 
S | 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 20%. PLACE OF INJURY (Homa, ferm, | 20f. (City or town) (County) (Siete) 
5 Hour e.m. Not While fectory, street, office bidg:, etc.} | 
= 19 [at work 1 
ry that (!} (Ht I) attended the degeased from... Pin. that (I) Gwe) fast 
saw the deceased alive on.. AL“ are) 19.€2..7, and that death occurred of ‘M, from the causes and on the date slated above. 


pore ee g wy ATTENDING ED. STAFF pe. BND 
At mp, | PHYS. Ey bitcron O exys. (1) &. 10. = 


22. PHYSICIAN'S Ve a x OkKu tha B 22d. ADDRESS £4 dé swe, Ft j 3 
23a. BURIAL, CREMATION, | 23b. DATE THEREOF 


Burtat”” | 38-12-64 


23c. NAME OF CEMETERY OR CREMATORY LOCATION (City, town or county} {Ste 


24 FUNERAL DIRECTOR'S SIGNATYR| DRESS 25s. s' RAR’ SIGNATURE 
Le 13 1064 ores Yoo. 
- — 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


22a. SIGNATURE 22b. DATE 


“A A ass Aan wo, [ONES] Bern AWE 8-27-64 


22c. PHYSICIAN'S 22d. ADDRESS 


Maw ive) Ilse Kamm M.D. _ Springfield State Hospital = 


230. BURIAL, CREMATION, ie DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 


death. Page 4 may be retained by the hos; 


23d, LOCATION (City, town or county) 
moa (Spacity} 
Burial 


24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


Robert A. Pumphrey, Bethesda, Maryland 


J9625 CERTIFICATE OF DEATH Er vies 
% § \, PLACE OF DEATH 2. USUAL RESIDENCE (Whare dacoasad livad, If institution: Rasidanca before admission) 
§ as ODE. o. STATE b. COUNTY "A 
8 £54 Carroll MARYLAND aryland ontgomery 
Fee S & 3 b. CITY OR TOWN (if outside corporete limits, ¢, LENGTH OF STAY IN 1b ©. CITY OR TOWN (If outside corporeta limits, writa RURAL and give nearest town) 
a oe 3 write RURAL and give nearest town) 
«© <3 (Rural) Sykesville, Md, Oyr.lm 12a Gaithersburg (rural) 
= 2 i ro d. NAME OF HOSPITAL OR INSTITUTION (it ay in hospital, give street eddress) d. STREET ADDRESS “ 0 IS “RESIDENCE 
= ergs | ON A FARM? 
3 $2 | Springfield_ State" Hospital _ Route 3 - Box 164 ves [] No fel 
tar gd ag 3. NAME OF Middle a ATI Month Day Yer 
3 2 oh at paneer 
3 Ses peegeresel Royer Newton Skillman §... 26 oe 
o pas 5. SEX | 6. COLOR OR RACE) 7, MARRIED oe] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (in ya ‘UNDER 1 aie at iF UNDER 24 HRS. 
2 88s es O last birthdey) ey D Hours Min. 
2 ge $ Male White wipow ep [_] bivorced [_] 8- 26- 77 872 yrs. 
= Ss 3 r 10a, USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stata, or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
= ee done during most of working life, even if ratizad) 
a = Electrical: Eng.-ret| General Motors Ohio be NBisle 5 
£ ok: 13. FATHER'S NAME M4. rR Ly oa 
g © arrie 
2 Bes Isaac N. Skillman Anna Adams 
2 ‘28> 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address a 
= PM a Yas, no, or ynkown) | (Ifyes givewaror datas of service) 
2.2.8 ‘No ‘woken 278-07-4438 Hospital records a 
Sues | 1B. CAUSE OF DEATH [Entar only one cousa par line for (e), (bl, end (c)] SS . r INTERVAL BETWEEN - 
Sey a? PART |, DEATH WAS CAUSED BY; 5 = 
gee a¢ IMMEDIATE CAUSE (a) Softening ef. brain © ay = 
a ef 
> o* 6 3 DUE TO 
25 $8 Conditions, if any, which (b) infected embolus h | dag— 
£50 5° immadiate causa 
Fae Ba (e), steting the underlying OUETO | 
esc2k me te Arteriosclerotic heart disease |_5 years 
BE 8 ae Fe PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART He) | 19. Aven 
BeESs 75 associated with cerebral arteriosclero#isa *° U1 
iat me = | 200. ACCIDENT WAS UNDERLYING ‘20b. DESCRIBE HOW INJURY OCCURRED, (Entar neture of injury in Part | or Pert Il of itam 1B.) 
ates ge 1 OR CONTRIBUTING [] CAUSE OF DEATH 
ORES S | OMe BIER NOTIFY MEDICAL EXAMINER) aa 
& eor < | 20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, + 20, (City or town) ~~ (County) (State) 
e eo 6 Hour e.m. While __ Not Whila fectory, street, office bldg., JI 
a hs lose MS 19 et work ["] et work o--- i ---- 
® 
5 tes 21. I certify that Af (this hospital) attended the deceased from MALY... 19644, to. August... .26, 1964, that $4) (we) last 
oo Bes saw the su alive of gl A ., and that death occurred aQ. ai, from the causes and on the date stated above, 
OFAL s 
eene 
BEES 
Be 2 
gene 
<3 
£8 
2 e 


8/28/64 Darnestown Cemetery Darnestown, Maryland 


25a, REC'D 8Y REGISTRAR 
bal 


25b. REGISTRARS SIGNATURE 


20M 5- 63 


eES ge 
Ss. 23 
gee £8 
326 § 
o as 
pec 8 
~2 gy 
ane 
Be 83 
ov ae 
TE . @ 
N 
Pa sn 
& 
xde £2 
et — 
SRL we 
a0 %. 
= i= 
S°e 25 
Pe 
=o mo 
S55 
> 
bed 
BEe 
£88 oF 
S=e £5 
WcoO es 
fer #8 
és 
22s Es 
soe 58 
a6 ak 
BES =5 
su ee 
sw. sc 
Res FS 
®25 BS 
See TE 
S22 55 
a to, 
rien ees 
$25 BE 
=f 
2 u3 
2a By 
ss 22 
Sak on 
tev 28 
os Ba 
2 Ba 
= Pa 
- oe 
3 oe 
° 
aS 
ast 
a2 
ete 
oO 
= 
o 
fr] 
= 
a 
= 
2 
[4 
s 
2 
o 
- 


TO DEPUTY .. EXAMINER: 


lease execute the certificate, wri 
director. Page 4 should be forwarded to the 


retained for your files. 
of Health or its des 


Pp 


VR AISME 
35D0 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
9 g Ben of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, meet 8 


MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


1. ae 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
4 a. STATE b, COUNTY a 
MARYLAND Maryland Washington 
b. GITY OR TOWN (If outside corporate limits, ¢. LENGTH DF,STAY IN tb || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and glva nearest town) i e, 
Sykesville 3h yrs. 8 mos Brunswick 


d, NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS 


“g: 1S RESIDENCE 
ON A FARM? 


Springfield State Hospital ves ie] nol] 
3. aber ce First Middle Last 4. ei Month 28 Year 
{Type or print) Margaret Me SMITH pera = ss August 8, 196 
5. SEX 6. COLOR OR RACE ) 7, MARRIED [-] NEVER MARRIED DX] | 8 OATE OF BIRTH 9. AGE Bren a ukinn FUNDER 24 HRS, 
female white wipoweD [] pivoRcED [_] 2-10-1895 és es cS | a Fs i 


1Da. USUAL OCCUPATION ie kind of workdone 
during most of working life, even If retired) 


Housework Pennsylvania U.S eA. 
13, FATHER’S NAME 14 Sao NR IOtN NAME 


1Db. KIND OF BUSINESS OR 11. BIRTHPLACE (State or forelgn Taane 12. CITIZEN OF WHAT 
INDUSTRY COUNTRY? 


Dennis Smith lucy A. Moxley 
15. WAS DECEASED EVER INU.S. ARMEDFORGES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) ‘iapacagigaate agai ce! | 
Springfield State Hospital Records 


18, CAUSE DF DEATH [Enter only one cause per, ine for (a), (b), and (c).7 gd ye ae ee 
PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a). Se bees, (eZ, 
/ DUE TO 
Conditions, If any, which (0). 


gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. 


& | PARTI. OTHER SIGNIF) ASTON CTT BE CA, Abid THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(2) 19. WAS AUTOPSY 
a VoD YES No [7] 
i | "20a, EXTERNAL CAUSE WAS )., DESCRIBE Hi RY IRRED. (Enter patur Ju Inpae 1 or Part || of Item 18.) 
& | PRIMARY €) or CONTRIBUTING C Bite we ied ean By MAY ¢ Mid 
uJ | CAUSE OF DEATH. ih 
a 
§ | 20c. TIME OF INJURY, Mont, Day, Year aa TNIURY SOE 20e, PLACE OF TORY (Home, farm. Sa, Po 
o 
FA Hour aean ide be While. — Not While < ory, streat aop fd. ete) toyywf 
= p.m, at work L_] at work 

21. | certify that | i ae of the remains deseribed above, an Autopsy [_], Inspection » and In my opinion 

death resulted from: — Natural causes uicide (_], Homiclde (_], Undetermined manner 

CHIEF MEDICAL EXAMINER 
eee Mp, ASSISTANT MEDICAL EXAMINER {_] 2 22. DATE SIGRED 


: hae Glory DEPUTY MEDICAL EXAMINER a §2§F-6Y 


Address (Street, clty, town, or county) 


23c. NAME OF CEMETERY p, CREMATORY 23d. LOCATION (City, town or county) (State) 
Wraedteebur fp. 


Maes) Maurice CG. Por terfie 


23a, BURIAL, CREMATION, ? rs ‘ag 
REMOVAL Boral” 


4 \WaedSerbora Pres. 


iL DIRECTO! ADDRESS y BY REGISTRAR| 25b. REGI AAS SIGNAT RE 
a Ta. ‘higlt Ab Le V 1984 fA olan ange 


}.... a 


24 hours after death. !f any delay 


TO DEPUTY A. EXAMINER: This certificate should be executed wi 


and 3 to the funeral 
. Page 5 may be 


1 and 2 with the State Department 
event within 72 hours after de 


Item 18. Give Pages 1, 2, 
Examiner's Office along with form PM3. 


|, and ipa 


it. File pages 


in peni 
i 


F 


hief Medica 
e 3 should be used as a burial-transit perm 


ig the word “pendin; 


ig 
of Health or its designated agent, prior to burial, cremation, or remov. 


ge 4 should be forwarded to the C 


retained for your files. 
TO FUNERAL DIRECTOR: Pa: 


please Coil the certificate, wri 
a 


director. 


VR ALSME 
3500 4-64 


during ip of working lifa, even If retired) 
Co ap 13, FATHER’S NAME 


$ 


44 MARYLAND STATE DEPARTMENT OF HEALTH 
4 g er i of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


J MEDICAL EXAMINER’S CERTIFICATE OF DEATH 4 36 Q 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admlsslon) 


a. COUNTY ‘ b, SethyTy, 
MARYLAND Aipey & AND (14) 
i ate limits, ¥, LENGTH OF STAY IN Ib || c: CITY OR TOWN (if outside corporate limits, write RURAL and give naarest town) 


ive cai town) EA c s x LUN /Dwv 3 RIDGE 


AL E INSTITUTION (Ff not In 1% give street address) |) d. STREET Woy 
1 


@. IS RESIDENCE 
ON A FARM? 


yes] no PS 

5 pesuicen First Middle Last | 4 pete y Month Day Year 
(Type or print) Bus SPuv 2 Rd saat Ave i 19 SY 
5. SEX 6. COLOR OR RAC . MARRIED J] NEVER MARRIED [_] 8. DATE OF ER 3. AGE (in, years [IF UNDER 1 YEAR FUNDER 24S. 


Hours | Min. 


ast birthday) | Months | Da 
‘j Ww WIDOWED [_] pivorceo ] SEPT BO - 1907 i ay a 
103, USUAL OCCUPATION cive Kind of work dons | 10D. KIND OF BUSINESS OR 11. BIRTHPLACE (Stata or forafgn country) 12 CITIZEN OF WHAT 


ib Ez 


os Cache ‘a Se aa 16. heh. 


(Yes, no, “all ‘war or dates of service) 


18. CAUSE OF he CEnter only one cause C77 for (a), (b), and (c).3 


PART I. peut WAS CAUSED BY: ae AW Ary ee P-vae0 


IMMEDIATE CAUSE (a). 


<i DUE TO 
Conditions, If any, which (b) 
gave rise to Immediate 

causa (a), stating the DUE TO 
underlying cause last. (c). 


PART IT. OTHER SIGNIFICANT! ee BUTNOTRFLATED TO THE TERMINAL DISEASE CONDITIONGIVENINPARTI(a) [18. WAS AUTOPSY 
BE GACT ‘ 
Af LC i ANEZ yves[] no [I 


20a. EXTERNAL CAUSE WAS 20b. “DESCRIBE HOW INJURY OCCURRED/{Entar natura of Injury In Part | or Part UI of Item 18.) 

PRIMARY [) or CONTRIBUTING 

CAUSE OF DEATH. 

20c. TIME OF INJURY Month, Day, Year 
Hour a.m, 


{ 


20d. INJURY OCCURRED | 20e. PLACE OF ide) NR 
while Not While factory, straet, office bidg., atc.) 
at work at work [1] 


fescribed above, held an Autopsy [_], Inspection [M1], and in my opinion 
death resulted from: Natural causes i Sujeide [[], Homicide [[], Undetermined manner [_] 

CHIEF MEDICAL EXAMINER [_] 
Map, ASSISTANT MEDICAL EXAMINER [_] 22. DATE SIENED 


20f. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


cannes agave soe O Pear PLB nade bla 6A6h cae gagee/ | F/30/6F. 


23a. BURIAL, CRI ig DATE bof 23¢. NAME Of.CEMETERY Bs CREMATORY iy TOCATI oF Ly town or county) (State) 
— 


Ly a a 


ADDR! 


ty Mb 


25a. sel YY REGIS 


maeP 2 1964] (Corday Neat 


Ls 4] (Coenrbag edge ISTRAR'S GNATURE 


sician and completely filled in by the funeral 


y: 
Fatmove carbon papers. Pages 1 and 2 should 


pay ent, within 72 hours after death. 


jh 


Then plea: 


icate has been signed by the attending p' 
permit. 
or removal, and j 


el 
is 
2 
ES 
as 
a 
2 
4 
3 
5 
= 
% 
5 
a 
3B 


director, page 3 should be detached for use as the burial-transit 
be filed with the State Dept. of Health prior to burial, cremation, 


death. Page 4 may be retained by the hos 
TO FUNERAL DIRECTOR: After this cer! 


s 
a 
5 
° 
2 
b: 
isl 
= 
= 
: 
3 
2 
3 
3 
3 
2 
3 
= 
& 
= 
3 
ao 
2 
: 
£ 
5 
e 
= 
a 
° 
= 
e 
9 
a 
be 
re 
Pe 
U 
2 
z 
eR 
K 
4 
re} 
wd 
i 
=f 
7 
un 
° 
Fe 
° 
ta 


YR AIS. uN 
20M 5-63 


~~ 


MARYLAND STATE DEPARTMENT OF REALIA 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


39628 CERTIFICATE OF DEATH 48610 


A. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution; Reside 
cy ely @. STATE b. COUNTY 
MARYLAND Maryland be 
b. CITY OR TOWN [if outside corporata limits, ¢. LENGTH OF STAY IN Tb €. CITY OR TOWN (If outside corporaie limits, write RURAL end give neerast town) 
write RURAL end give neerest town) 
Baltimore ‘Fe ae 
d. NAME OF HOSPITAL OR INSTITUTION {if not in hospitel, give street address) d. STREET ADDRESS e. 1 RN 
Carrell Co. General Hospital _ = ..2elio th Fulton Avenue ves [] No By 
3. First ~ Middle Lest “Month Day 
DECEASED 
it) 
{Type or print re “ 
5. SEX 6. COLOR OR RACE) 7, MARRIED [_] NEVER MARRIED [_] | 8 DATE OF BIRTH 9. Ay ast IF UNDER 1 YEAR 
lost birthdey) PMatie) Dare 
, White wipowed ¥ ] oorcto [| |Feb, 2 1881 yes. 
We, USUAL OCCUPATION (¢ kind of work 10b, KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & State, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
done during most of working ‘even if retired) 
Housewife _Eome Maryland _ | U.S.A = 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


Mary Jane Barnes = = 


e 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? 17. INFORMANT 
Bon Air Road 


16, SOCIAL SECURITY NO. 
(Yes, no, or unkown) | (Ifyas give waror dates ofservice) 


Mrs, Hazel _Werns- —— BAL 40-2 WN aeons 
18. CAUSE OF DEATH [inter only one caus perline tore], benddl>~—=~=<C~SCSti iC tC e ? INTERVAL Serwetn 
PART |. DEATH WAS CAUSED BY: » ee 
IMMEDIATE CAUSE (e) (inci . ; Se — 
Lh ul, X DUE TO ' ‘ 


Conditions, BS which (b) Dirte~ hip havoc 3 


geve rise to immediate ceuse 
{a), steting the underlying f PUETO 
couse test. (e) 


z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ile), 19. WAS AUTOPSY 
z Ae t Arbres Flin ' Qe cree Lense! hag HOD yes [] No [= 
3 20e. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in Pert | or Pert Il of itam 18.) 
& | OP CONTRIBUTING [] CAUSE OF DEATH 
& | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
3 20c. TIME OF INJURY Month, Dey, Yeer | 20d, INJURY OCCURRED | 20e, PLACE OF INJURY (Home, ca 20f. (City ortown) —————=—(County) ~ (Stete) 
rat Hour e.m. While __ Not While fectory, street, office bldg., atc.) 
*L p.m. 19 et work et work 
. 1 certify tha! (I) (this wero attended the ee from. via peal TER. to. ey Gy couy HONG, that (I) (we) last 
saw the deceased alive on, Be 2 192° LY, ., and that death Sine se - .M, from ins causes aaa on the date stated above. 
22a, SIGNATURE 22b. DATE 


FY ATTENDING MED, STAFF ‘SIGNED 
an S mp, | PHYS. [A vinector OO pays. 2] — FR fer 
. PHYSICIAN'S: 22d, ADDRESS = 


NAME (Type) Jouw S. Hak WEY MD, 


‘23e. BURIAL, CREMATION, 23c. NAME ea CEMETERY OR CREMATORY ps LOCATION (City, town or county) 


REMOVAL (Specify) 


23b. DATE THEREOF 


Bethel Church of God Cem, 
24 Tinea Biecrons saute 9 ADDRESS ory REC’ ay Cerroi). ‘25b." "Jed eal tai Hes 
nil L het roy no lle, 7, ew 2/217 oath EP 


MARYLAND STATE DEPARTMENT OF HEALTH 


- Oey of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
FOR STATE | O962! MEDICAL EXAMINER'S CERTIFICATE OF DEATH 1364] 
HEALT! LACE OF DEATH ’ ~ | 2. USUAL RESIDENCE (Where deconsed lived, If inslitulion: Residence before admission] 
285 e. COUNTY | a. STATE b, COUNTY ae 
sas. Carroll = Seat Maryland B, ore City __ 
3-56 B cHY Se TOWN {if outside corporate limits, | e. LENGTH OF STAY IN Tb | ¢. CITY OR TOWN (If outside corporate limits, write es and gi S earest ee 
3 5 £ write RURAL and give nearest town) \| Sy 
eee 8 (Sykesville llyrs.10mos.lldys. Baltimore é 
aos 8 d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give stree! address) d, STREET ADDRESS © 1S RESIDENCE 
2A | Springfield State Hospital 439 E. 20th St. a Sep ee 
23 2 i 3. NAME OF First Middle Lest | 4. DATE Month Day Year 
acd J|_teer CATHERINE (iM) TROY | Peers august 28 19 64 
ays “3. SEK 6. COLOR OR RACE 7, maRRIED [~] NEVER MARRIED fx] | 8 DATE OF ietH > ‘9. AGE (In years |JF UNDER 1 YEAR| IF UNDER 24 HRS, 
wae ast birthday) |Months| Days | Hours | Min. 
a Eas | Female _ White WIDOWED vivorceo[] | 2—3h-00 | Gly oy Se a 
a3 Pe 10s. USUAL OCCUPATION [Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country} 12, CITIZEN OF WHAT COUNTRY? 
338 z done during most of working life, even if retired) 
$38 | ,Housekeeping & salesgi = = | Maryland ‘U.S. x 
ES Ss 13, FATHER’S NAMI 14, MOTHER'S MAIDEN NAME 
a * 
gte = Patrick Troy | MMK. Catherine Hines 
Si 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address i. -. 
ses (Yes, no, or unkown) | (Hyes give warerdates of service) i P J 
ge EE |__No | 217-05~-322 Records, Springfield State Hospital 
= aS |) 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).} INTERVAL BETWEEN 
fee PART |. DEATH WAS CAUSED BY: . : Oe eee 
Bee immediate cause (AGUS myocardial infarction  _ | Min. 
88a ‘ F DUE TO 
62 Conditions, if any, which Coronary arteriosclerosis Yrs. 
ce) (b) 2 Z| Loa 
” gave rise to immediate cause rf : 


(a), steting the underlying ( PVETO 
cause lest. Si, 
PART Il. OTHER SIGNIFICA 


pending” in 


CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)) 19. WAS AUTOPSY 
PERF 


re 
walle a A Z = ED 
42 \z Schizophrenic reaction, paranoid type va Taos Oo 
PU = —— = + <tc ” eee eee — 
= 20e. EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURED. [Enter nature of injury in Part | or Part il of item 1B.) 
wd PRIMARY [f or CONTRIBUTING [] 
U | CAUSE OF DEATH. 
k eas Ps. ps. ee ee : = _ = 
i 20c, TIME OF INJURY Month, Day, Yeer 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, 208. (City or town) (County) (Stata) 
a Hour a.m. While Not While | factory, street, office bldg. 
= Bis 19 at work [_] at work [_] 


| 1 
21, I certify that | took charge of the remajns described above, held an Autopsy Y | Inspection Lh Inquiry [ial and in my opinion 


death resulted from: Natural causes [*{ Accident []. Suicide-[_]. Homicide ["], Undetermined manner [_] 


. (E GZ . CHIEF MEDICAL EXAMINER 
pas 
named wa (©. Sa 


D ASSISTANT MEDICAL EXAMINER oO DATE SIGNED 
EXAMINER'S: 


DEPUTY MEDICAL EXAMINER 4 s 2 ” " 
NAME (Type) Maurice C. Porterfield J § b d 


Hea Z 3 Address (Street, city, town, or county) 
22a. BURIAL, CRE! 1ON,| 22b. DATE THEREOF + 22c. NAME OF CEMETERY OR CREMATORY it 
REMOVAL (Specify) 


ia BURT Ala, 9/2/64 CATHEDRAL CEM — 
| WIEDEFELD & SON-GREENMOUNT AVE & 22ND 


8 
> 


CATION (City, town, or country) (State) 


TO DEPUTY ©... EXAMINER: This certificate should be executed within 24 hours after death. If » 


please execute the certificate, writing the word “ 
Health or its designated agent, prior to burial, cremation, or removal, 


4 should be forwarded to the Chief Medical Examiner’ 
TO FUNERAL DIRECTOR: Page 3 should be used as a bi 


| 
2da. REC'D BY ehh De REGISTRAR’S SIGNATURE 


EP 3 1g 


VR AISME 
5M 1/62 


\ 


rT 24 hours after 


igned by the attending physician and completely filled in by the funeral 
-transit permit. Then please remove carbon papers. Pages 1 and 2 should 


in 72 hours after deat, 


or removal, and in any event, 


physician. 
fon, 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed 
|, cremat! 


be retained by the hospital or attending 


TO FUNERAL DIRECTOR: After this certificate has been si 


death. Page 4 
be filed with the State Dept. of Health prior to burial, 


director, page 3 should be detached for use as the burial. 


TO HOSPITAL 


VR AIS (4) 
15M 7/61 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
39630 CERTIFICATE OF DEATH i 642 
t PURGE DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a a. STATE b, COUN’ 
CARROLL MARYLAND MD . J CARR OLE 
b. city OR TOWN i outside arrest ¢. LENGTH OF STAY IN tb c. CITY OR TOWN {if outside corporate limits, write RURAL end give nearas! fown) 
weil end give nearest town] 
UNION ToOWA X UML ONTOWN 
4. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street eddress) | 4. STREET ADDRESS = “] e, IS RESIDENCE 
ONA FARM? 
Fad, REED. rs 00 E] 
a3 an oa tine —— <i iMiddle ~ 7 oo DATE Month Day i 
(Type or print) ZDWARD af LURMER DEATH vs VG 1S 9G 


(FUNDER 1 YEAR| IF UNDER 24 HRS. 
Hours | Min. 


Months] Bays 
| 


12, CITIZEN OF WHAT COUNTRY? 


Gs 5S, &, 


9. AGE (In years 
jast-birthday) 


53 m 


TI, BIRTHPLACE (County & State, or foreign country) _ 


5. SEX 6. COLOR OR RACE|7, mARRIED [AY NEVER MARRIED [] | 8 DATE OF BIRTH 


hy 4 lL wipowen [ ] Divorced [ ] 2/187 /f 


108. USUAL OCCUPATION (Giva kind of work | ‘¥Ob. KIND OF BUSINESS OR INDUSTRY 


done during most of working life, even if retired) 


ZARY ies # | = 2 ELL(20mT CcTt 
13. FATHER’S NAME € 


14. MOTHER’S MAIDEN NAME 
7 = - on 
CLAREVCE 11, 7 URW ER GRACE LZ; CVRTS 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 


E a rem REDUIOn cee 17. INFORMANT Address 
no, of unl ror: . 
es, ii wn) | (Ifyes give warordalesof service) ST 0 Yogr LiherAay Pf TVRHER — Ww Ns a 


‘18. CAUSE OF DEATH [Enter only one cause por line for (a), (b), end ().] “INTERVAL BETWEEN 


PART I, DEATH WAS CAUSED BY: uA bab 2 er PUA 

IMMEDIATE CAUSE (a) E Corenarng z 14 = coy = S 
ha | DUE TO 

Conditions, if any, which (b) 

gave rise to immediale cause 


{e), stating the underlying DUE TO 
en (e) 


19, WAS AUTOPSY 


F PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ya) PERFORMED? 

= 

3 . are: | ves Nea 
= 20a, ACCIDENT WAS UNDERLYING [) 20b, DESCRIBE HOW INJURY OCCURED. (Enter nature of Injury in Part | or Part Il of item 1B.) 

& | OR CONTRIBUTING [j CAUSE OF DEATH 

G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

3 20c. TIME OF INJURY Month, Day, Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 201. [City or town) (County) “(Stete} 

a Hour a.m. White __Not While factory, street, office bidg,, #1c.) | 

2 Ba. 19 at work [ ] al work | 


oe sod that (I) Lume Tost 


ses and on the dale staled above; 


‘ 


saw the deceased alive on. RAL BY 


pe ATTENDING ED. STAFF ey SGM 
co a OMe oe mp. | PHYS. Ba Director DO rvs. TMs 
"ae = — = 


22c, PHYSICIAN'S 224. ADDRESS 


NAME (Type) Peas a u Pres Liad, Laer, In : 


3a. BURIAL, CREMATION, | 23. DATE THEREOF 23e. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, lown or county)  — (Site) 


Sg oni 19, ¥ LIEN Dew RID ES Mounnp Cea, Sl . . 
Be —) EC ke RD 25a. REC'D BY 0 196 25b. REGISTRAR’S SIGNATURE 
x . 
a ~ ed 


24 FUNERAL DIRECTOR'S SIGNATURE o AUG 9 0 19 4 pcan * 


ZS. /YAcMABB 


"ee 


igned by the attending physician and completely filled in by the funeral 


24 hours after 


ined by the hospital or attending physician. 


ATTENDING PHYSICIAN: The law requires that the death certificate be execu! 


be retai 


& 


TO FUNERAL DIRECTOR: After this certificate has been si 


TO HOSPITA! 
death. Page 


ret 


id 


-transit permit. Then please remove carbon papers. Pages 1 and 2 


director, page 3 should be detached for use as the burial 
be filed with the State Dept. of Health prior to burial 


ES 


ithin 72 hours after deat} 


|, cremation, or removal, and in any event, 


WR AIS (4) 
15M 7/61 


— 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, “PET 


39632 CERTIFICATE OF DEATH 


'1. PLACE OF DEATH 2. UBUAL RESIDENCE (Where decoosed lived, If institution: Residence before edmission) 
. COUNTY a. STATE b. COUNTY 
Carroll MARYLAND 


a — = =. = 
b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b c. CITY OR TOWN (if outside corporete limits, write RURAL end give neeres! town) 
write RURAL end give nearest town) 


—Middlebure 16 Days Baltimore a2 4 see 
d. NAME OF HOSPITAL“OR INSTITUTION [if not in hospital, give stree!l address) d. STREET ADDRESS e. IS RESIDENCE 


ON A FARM? 


| Brookfield Manor Nursing Home 44.26 Marble zHall Road ves [1] NoG] 
Geeeenors sets AN eds ge ae | a Month Dey Yer 
Hosvearenee aL Ey + b h W. Bonre 19 
uc izabet ard bt Owe 
3. SEX 6. COLOR OR ae 7. MARRIED PR] NEVER MARRIED [] | 8- DATE OF BIRTH J. KGE lin yoon tt UNDER YE ARF IPUNDER She 
el un. < a bast bithday) [Months] Deys | Hours | Min. 
emale White wows] ovorcen [J |Sept .6, 1684 yrs. | | 
'WOa. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
aa eek working life, even if retired) | 
eas = = Md, " 62h 


33, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


Wm. Richard Graves 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 


16. SOCIAL SECURITY NO.) 17. INFORMANT ‘Address 
(Yes, no, or unkown) | (If yes givewaror datesofservice] 
no none 


18. CAUSE OF DEATH [Enior only one “By for (e), (bl, end ry HoLide C. Ward 4426 Marble Haldady PW EEN 


PART |. DEATH WAS CAUSED BY; Q a é ONSET re DEATH 


IMMEDIATE CAUSE {e)___ 

tf. if DUE TO 

Conditions, if eny, which (b). iS = 
g2ve rise to immediate couse 

{e), steting the underlying ( DVETO 
oc arr rs = 


PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e)] 19. Was AUTOPSY 
= ERF D? 
ContrevavenLar aectint eparebrnnien beh are) vis Eno BR 


20e. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture OWinjury in Pert Idr Pert Il of item 18.) oF 
OP CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


Emma Susan Zimmerman. 3 


20e. PLACE OF INJURY (Home, ferm, | 20f. (City or town) (County) (Store) 


20d. INJURY OCCURRED 
fectory, street, office bldg., etc.) | 


While Not While 
ot work ‘et work 


20c. TIME OF INJURY Month, Day, Yeor 
Hour e.m. 


MEDICAL CERTIFICATION 


19 
21. | certify that (I) (this hospital) attended the deceased fr oe. 
©, ‘4 9.6.4. and thet death occured fa! 


= ATTENDING MED. STAFF 
mp. | PHYS. [> binecror =["] PHys. [_] 


190, that (1) (we) last 
AM, from the causes and on the dete stated above, 
~ TSE DATE 


saw the deceased alive of 


io i “ 22d. ADDRESS a’, 4 a3 
 \alasiGivpbs wih lems $* Caste gk 
"23s. BURIAL, CREMATION, | 236. DATE THEREOF 23d. LOCATION (City, town or county) (Stote) 


23c. NAME OF CEMETERY OR CREMATORY 
REMOVAL (Specify) 
Woodlawn _____Md,__ 


- 


22c. PHYSIC! 
NAME 


Ee Lorraine Mausoleum 
re 


X Dent veg lb=1964 ADDRESS 25a, REC'D BY REGISTRAR | 2Sb. REGISTRAR’S SIGNATURE 
Yo esad 5Mtrorey 5207 North Coe |" AUELS Wed foo rlac taage 


director, page 3 should be detached for use as the burial-transit permit. 


death. Page 4 may be retained by the hospital or attending physician. S 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician an 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any & 


MARTLAND STATE VEPARIMENT UF MEALIT 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


3 09634 CERTIFICATE OF DEATH 13614 
3 1, PEACE OF DEATH 2. USUAL RESIDENCE (Where deceesed lived, If inslitulion: Residence before edmission} 
Z a ; @. COUNTY e. STATE b. COUNTY va 
Eve ja, Carrol MARYLAND Maryland Baltimore City 
x52 b. CITY OR TOWN (if outside corporete limits, ¢. LENGTH OF STAY IN tb €. CITY OR TOWN (If outside corporeie limils, write RURAL end give neerest town) 
“a = write RURAL end give neerest town) Balti 
S32 Sykesville 8 mos.27 dys. aig 
2 & “ d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) d, STREET ADDRESS 4336 | Park: AA ide pe «IS Koga 
3<3//| Springfield State Hospital -—§-—S3_—_—si|«SS@RKAOwteIDAes. ves[] NO ° B 
< Pan 3. NAME OF lia Middle “i Late = 454) eee Month ~ Veer 
e a = bela = 
ges Mypeer pan) MARY LOUISE WARD Diam August 19 9 64 
aa 5. SEX 6. COLOR OR RACE) 7. MARRIED [] NEVER MARRIED 8. DATE OF BIRTH Peal IF UNDER 1 YEAR| IF UNDER 24 HRS. 
q . last birt! Months | De Ho: 
ss Female White wow]  ovorco[]| 1-15-1885 79 ais ‘I pele: | ie 
3 Wa. USUAL OCCUPATION (Give kind of work | 106. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
= done during most of working life, even if retired) 
£ Office Work Maryland _U.S.A. 
8 13, FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
- 4 : 
is John Ward Elizabeth Schuncke 
o TS. WAS DECEASED EVER IN U.S. ARMED FORCES? s =i re 7 a 
= teenie trtsvearranerstones 27 G7 O52 Beemer eS age 
H No_ + Ut. Records, Springfield State Hospital 
18. CAUSE OF DEATH (Enter only one cause per line for (e), (b}, end (c).) ‘ INTERVAL BETWEEN 
PANTY DEATIMMEDIATE CAUSE (e)_COFONMary occlusion ie ee ___| Minutes _ 
DUE TO : “ 
Conditions, if eny, which » Arteriosclerotic cardiovascular disease Years 
geve rise to immediete ceuse BORG, < ~~. i i 


(e), steting the underlying 


couse lest, {e} | 


z PART il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e]| 19. WAS. Autorst 
z| Chronic brain syndrome associated with cerebral arteriosclerosis, with | ys [| xo 
re Me —— 
= aR CCIDE S 2Db, DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in Pert | or Pert Il of item 1B.) 
& | OF CONTRIBUTING [] CAUSE OF DEATH 
& | WF EITHER, NOTIFY MEDICAL EXAMINER) 
& | 0c. TIME OF INJURY Month, Dey, Yeor | 20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ferm, | 208. (Ciiy or town) (County) i 
Fat Hour o.m, While __Not While factory, street, office bldg., etc.) | 
3 cag 9 jet work [] et work [_] 
2. 1 certify that (I) (this rosea) attended the we oe from...be32~O3, = to..... Om, coe 19... that (I) (we) last 
saw the degeased alive on........¥. B= 19-6) ret alee , and that death occurred 32 3 Pt fbn the causes sand on the AG stated above, 
22s. yi) 22b. Dare 
ATTENDING MED. STAFF SIGN 
| PHYS. [J pirector [] Prys. £1 8~19-6)) 
Dp PHYSICIAN'S: 22d, ADDRESS . S cee 
ese TSICtaN Springfield State Hospital 


Antonius Glah ~ De 


23e. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) {Stete} 


REMOY,AL (Specify) _ . 
6 8-22-61) Baltimone Cemetery —| Baltinane, Md, _ = 
24 FUNERAL DIRECTOR’S SIGNATURE ADDRESS: Sa. REC'D BY REGISTRAR | 2Sb, REGISTRAR’S SIGNATURE 


Leonard §. Ruck Inc Baltimore, Md. Pla he Q ie 


DA} 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requ 


that the death certificate be executed within : hours after death. 


hysician. 


med by the attending physician and completely 


I-transit permit. Then please reme 


jires 


Page 4 may be retained by the hospital or attending p 
TO FUNERAL DIRECTOR: After this certificate has been sig 
, page 3 should be detached for use as the burial 
should be filed with the State Dept. of Health prior to burial 


director, 


VR A15 (4) 
15M 4-64 


|, cremation, or removal, and in a 


NS 


MARYLAND STATE DEPARTMENT OF HEALTH 


; DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE aS 
96 CERTIFICATE QF PEATH id 
1, PLACE DF DEATH ber 7 aS > 2. USUAI DENCE (Wihere deceased lived, If Institution: Residence before admission) 
a. COUNTY a, STATE b. COUNTY 
Carroll MARYLAND Mary land i Gi 


b. CITY OR TOWN (if outside Sorporate limits, c. LENGTH OF STAY IN 1b || ¢. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 


write RURAL and give nearest town) 


Sykesville lyr.3mos.27dyt.e Baltimore FU AI 2h 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS a Tee Sua 
Springfield State Hospital 371© Liberty Heights Ave. ves] no fz] 
3. NAME DF irst ri Month 
DECEASED First mag Last Ti 4. ig jontl Day Year 
(Type or print) FRANK JOSEPH WEBER — DEATH August 10 19 6h 
5. SEX 6. COLOR OR RACE | 7, MARRIED [_] NEVER MARRIED[] | & DATE OF BIRTH 9. AGE (in ah TFUNDER 1 YEAR |IFUNDER 24HRS. 
: ay) | Months | Dé H Min. 
Male White WIDOWED | COWS once Bz} 9-18.87 76 sec lta 4|| SEN hs S | : 
10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
4 Maryland U.S.A. 
13. FATHER’S NAME S R 14. MOTHER'S MAIDEN NAME 
Frank Joseph Weber “— Ama (last name unk.) 
ee ECERSED rin 1s U.S. eal Eee ) 16. SOCIALSECURITY NO. | 17. INFORMANT Address 
, no, or uni yes give war or dates of service, . . s 
No 216-09=9,86 Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).7 INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ' 4 2 ONSET AND DEATH 
IMMEDIATE CAUSE (2)__Arteriosclerotic heart disease Years 
TAO oh DUE To ; 
Conditions, If any, which w)__Generalized arteriosclerosis Years 


gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (o). 


factory, street, office bldg., etc.) 


5 PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOTRELATED TO THETERMINAL DISEASE CONDITION GIVEN INPART1(a)  |19. WAS AUTOPSY 
= Se 

%|Depressive reaction. Chronic emphysema. ves] NO Bl 
3 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part I or Part II of Item 18.) 

& | OR CONTRIBUTING [] CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

3g 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20¢. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
a 

= 


eur aint. While — Not While 
m. 19 at work] at work oO 


21. | certify that (1) (this hospital) attended the deceased from. i m2 19___, that (I) (we) last 
saw the deceased alive o Sano 19____, and that death occurred Peazicn ftém the causes and on the date stated above. 


29a. SIGNATURE z 2b, DATE SIGNED 
, ATTENDING — MED. STAFF 
id Z mo. PRS. C1 pirector C] pays. Get| 6-11-6), 


22¢. PHYSICIAN'S @ad. ADDRESS Springfield State Hospital 
NOME!) Cotavio A. Ruiz, M. Uy | Sykesville, Maryland 


23a. BURIAL, CREMATION, 23c. NAME OF CEMETERY OR CREMATORY 23d. LOGATION (City, town or county) (State) 


REN te {ecto 23ab. DATE THEREOF 
/3f6 Druid idge Cemete Pikesville, Md. 
Faria 8 bs Son EE BY REGISTRAR | 25b. "REGISTRAR'S SIGNATURE 


DATE 


24. FU L DIRECTOR ADDRESS. = 
oon | JoeB tm Yppallees ALie +9 


aed 


MARYLAND STATE DEPARTMENT OF HEALTH 
nye se OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


996 CERTIFICATE OF DEATH L616 


€ FD ‘ = 
S 25 + PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before oie 
pages sah: Hath! a. STATE b. COUNTY . 
5 27 Carroll MARYLANO Maryland Baltimore City 
S c= os b. CITY DR TDWN (If outside corporate limits, c. LENGTH DF STAY IN 1b || c. CITY DR TDWN (if outside corporate Ilmits, write RURAL and give nearest town) 
e = £2 write RURAL and give nearest town) - a 
3 28 Sykesville rs.6mos.16dya. Baltimore Ol 
2 uf ~ a, NAME DF HDSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET AOORESS ®. 1S RESIOENCE 
2an ¢ DNA FARM? 
N Egs Springfield State Iospital 822 W. 3%th St. ves] no Gd 
es > J 
= Sse 3. NAME DE, First Middie Last | 4. DATE Month Day ‘Year 
= 2s = 
= 28 (ype or print) NELLIE VIRGINIA WENZEL DEATH August 6 196); 
B Bs 5. SEX 6, GDLDR DR RACE | 7. MARRIED [] NEVER MARRIED[~] | ® DATE OF BIRTH 3. AGE (in years a FOE Ee 
s =es Female | White wibpweD [3 pivorceo[]| 8~10-1885 oe | Ree" 
ee 108, USUAL DECUPATIDN (Give kind of work done) 0b. KIND DF BUSINESS DR TI, BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN DF WHAT 
2 = 8a during most of working life, even If retired) INDUSTRY CDUNTRY? 
eo B28 ousewor : Maryland oO eA. 
Se EFS 13, FATHER’S NAME 14. MDTHER'S MAIDEN NAME 
os Bcf 
= se 5 : 
2 See Walper Granville Musgrove indiana Short 
eo 2 = 15, WAS DECEASED EVER INU.S. ARMEDFDRCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
ak 
= £E S (Yes, no, or unkown) | (If yes give war or dates of service) 4 ” é 
S Sec No 219=32-7229 |Records, Springfield State Hospital 
2as = 
3 223 18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).1 CNET 
ea ee PART |. OEATH WAS CAUSED BY: Perentnal (decubital ; i Ae 
BS 3 Ss y IMMEOIATE CAUSE (a). ermina ecubita. neunonia Vi 
=o ase TX 0 - ¢ DUE 1D 
£5238 pe Te ld o)_Arteriosclerotic heart disease years 
Ba Sac gave rise to Immediate 
s2 802 OUE TD 
SE os cause (a}, stating the = 
eras underlying cause last, Genera] arteriosclerosis years __. 
£5.20 % & | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TD DEATH BUTNDT RELATED TD THE TERMINAL DISEASE CDNDITIONGIVEN INPARTi(a) 19. WAS AUTDPSY 
Bos < : : 4 ee . PERFDRMED? 
25823 2 s|CBS assoc. with cerebral arteriosclerosis, with psychotic reaction ves ND LJ 
—_ S52 je 
2 = 5 a = eT UDF EANG: i 20b. DESCRIBE HDW INJURY DCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
sabvo 
23 822 | GE EITHER, NOTIFY MEDICAL EXAMINER) 
cy 222 z 20c, TIME DF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE DF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
= co 
as7s = factory, street, office bidg., etc.) 
ae 8 Hour a.m. While _-— Not While 
€2 £28 = au 19 at work[_| at work 
S222 21. t certify that (I) (this hospital) attended the deceased from. freon , 19___, that (1) (we) last 
ES ses saw the dpceased alive nn_U-6-6 __19__, and that death nccurred at, ftdih the causes and pn the date stated above. 
@:: c= D vi ec > ATTENDING MED. STAFF re ad a 
Seo Re nae Enel . puys, {1 _birector CI Phys. -7-64, 
28 22¢. PHYSICIAN'S 22d. ADDRESS 3 5 e i 7 
REZ eo h Springfield State Nospital 
as B32 / NOME (?9) | Aittoniue:G M.D. | esvi 
© z = 
= Hee 23a. BURIAL, CREMATION, 230. DATE THEREDF 23c. NAME OF CEMETERY OR CREMATDRY 23d. [DCAFIDN (Clty, town or county) (State) 
3 se Ze. 
et ote EMDVAL, (Specify) EME ri, We “a é ee MG 
: ( z 7D BY REGISTRAR | 250. REGISTRAR'S SIGNATURE 
2. a) oo Pe ADDRESS wTiis ; 
VR ALS (4) (eek f, BERT ate | pate Og! Uy T 
15M 4-64 \ vs 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


he 


urs after death, 


: The law requires that the death certificate be executed within : hol 


Page 4 may be retained by the hospital or attending physician. 


15M 4-64 


VR A15 (4) BS: 
SY 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


39635 CERTIFICATE OF DEATH 18617 


aN 
sz 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased IIved, If institutlon: Residence before admission) 
2 ae des Ad a. STATE b. COUNTY A? 
2k Carroll MARYLAND Ma Frederi 
= gs b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN 1b |] c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
Bese write RURAL and give nearest town) . 
£3 Sykesville 26days Burkettsville, Mt =a 
oe d. NAME OF HOSPITAL OR INSTITUTION (if not In hospltal, glve street address) || d. STREET ADDRESS @, IS RESIDENCE 
2SR ON A FARM? 
See Springfield State Hospital None ves fx) nol] 
3s is = 3. overs First Middle Last 4, Pal Month Day Year 
of om) L ~ 
ese {Type or print) JOHN SAMUEL WETNIGHT DEATH 8 8 19 6) 
Sas 5. SEX 6. COLOR OR RACE 8. DATE OF BIRTH 9, AGE (In years | IF UNDER 1 YEAR |IF UNDER 24 HRS. 
338 7. MARRIED fe] NEVER MARRIED [~] fast birthday) [GAPS bee HERE ee 
Ee st Male White wiboweD [7] DIVORCED {_] 3-22-90 yrs. | 
he 10a, USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
S25 during most of working tife, even If retired) INDUSTRY COUNTRY? 
B35 Retired Farmer Maryland U.S.A. 
ES 13. FATHER’S NAME 14.” MOTHER’S MAIDEN NAME 
= James ©. Wetnight Katherine Gardiner 
= autre. GESERSE ree TT aT a ) 16. SOCIALSECURITY NO. | 17, INFORMANT Address 
= No, or unkown, ‘yes give war or dates of service, ” £ " 
B No Al4=32-27/ | Records, Springfield State Hospital 
18, CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL ae 
PART |. DEATH WAS CAUSED BY: 
: IMMEDIATE CAUSE (a). 
tA DUE TO 
Conditions, If any, which @)__Severe Pyelonephritis __Years 


gave rise to Immediate DUE TO 
6 , Stati the 2 : 
Sricaataa at _Arterioselerotic Heart Disease Years 


director, page 3 should be detached for use as the burial-transit permit. Then pl 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, 


@ 

= 

> 

a 

2 

2 

2 

a=) 

3 

= 

3 

a 

2 

= & | PART II. OTHERSIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOTRELATED TO THE TERMINAL DISEASECONDITIONGIVENINPART 1(a) | 19. WAS AUTOPSY 
2 = ae ie 

g Sas Yes | no [] 
= = | 20a, ACCIDENT WAS UNDERLYING ia} 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of Item 18.) 

= & | OR CONTRIBUTING [| GAUSE OF DEATH 

8 | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

2 = | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200, PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
2 a Hour a.m, While — Not While factory, street, office bldg. etc.) 

= 3 p.m. 19 at work at work . 

e 21. | certify that (I) (this hospital) attended the deceased from__(-13-61 , 19___, to__Bm8=_6),, 19, that (1) (we) last 
e saw the deceased alive o! Gm 19_____, and that death occurred at6.205 Myfrom the causes and on the date stated above. 
3 22a. SIGNATURE 7 | 7h a 

= P , ATTENDING MED. STAFF ~~ 

5 LA mo. PHYS. 1 _pirector L] Pays. (4d 

= ade. FEYSICIAN'S 22d. ADDRESS Opringiield State Hospital 

& / me) Octavio A. Ruiz, M.D. Sykesville, Maryland 

ze 23a. BURIAL, CREMATION,| 23b. DATE THEREOF 3c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) tate) 
= ¢ 

= 


PB shone (Specify) nae 


24. , EUNBRAL DIRECTOR ADDRESS aie REC'D BY REGISTRAR | 25b. raja TUR) > 
; Cy. ke UG 1 1 i964 f 2 ih 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


VR 


filled in by the 


papers. Pages 1 and 
in 72 hours after death! 


we 


hysician and completely 


Then please remove 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any eve! 


death. Page 4 may be retained by the hospital or attending physician, 


TO FUNERAL DIRECTOR: Alter this certificate has been signed by the attending pl 
director, page 3 should be detached for use as the burial-transit permit. 


ANS (A 
20M aN 


MARYLAND STATE DEPARTMENT OF HEALIN 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


« 
39636 CERTIFICATE OF DEATH 4 36 18 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where daceesed lived, if Institution: Residence bi edmission) 
, COUNTY . STATE b. COUNTY 
Carroll peRRECAND = Maryland Carroll 
b. CITY OR TOWN [if outside corporeta limits, ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN {if outside corporate limits, write RURAL end give nocrest town) 
write RURAL and give nearest town) . : 
Westminster 50 years + (Westminster a | 
d. NAME OF HOSPITAL OR INSTITUTION (if net in hospitel, give street address) ) d. STREET ADDRESS oI RESIDENGE 
/ 
Carroll County General Hospital _||_ 74 Liberty Street 
3. NAME OF 6 Sa ce - Middle ry Last 4, DATE Month 
DECEASED _ or 
Ups erin) HATTIE MAE WILLET DEATH August 16, 
5, SEX )6 COLOR OR RACE|7, maRRieD [-] NEVER MARRIED [3] | 8- OATE OF BIRTH 9. AGE (In yoors [IF UNDER 1 YEAR 
4 lest birthdey) | Months] Deys | Ho 
female white wioweo[] _pivorceo[]| Nov. 17, 1892 71 ys. | 


Wa. USUAL OCCUPATION (Give kind of work 
done during most of working life, even if ratired) 


teacher 
13, FATHER’S NAME 


Franklin H. Willet 


15, WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Yes, no, or unkown) | (Ifyesgivewerordatesotservice) 


10b. KIND OF BUSINESS OR INDUSTRY 12, CITIZEN OF WHAT COUNTRY? 


public schools 


1. BIRTHPLACE (County & Stete, or foreign country) 


Frizzelburg, Maryland 
14. MOTHER’S MAIDEN NAME ? 


Ella M. Wilt 


16. SOCIAL SECURITY NO,| 17. INFORMANT = Address 


2/2-38-7¢9¢ Mrs. William Maus _ eth seem 


iB. CRUSE OF DEATH [Enter only one couse per line for le), (b], and (c). A s | INTERVAL BETWEEN 
PART §. DEATH WAS CAUSED BY; Se a = ee ee ee eee 
IMMEDIATE CAUSE {e). 


f x DUE TO 
Conditions, if any, which (b) 2 = #2 Ly i —_— 
geve rise to immediate ceuse 5 


{e), stating the underlying ( DUETO Se ae 
couse lest. fe) pris 


ra PART II. OTHER SIGNIFICANT/CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ie)| 19. Weare 
ce 
YES NO 
& = [ts Ono EF 
= | 20e. ACCIDENT WAS UNDER Q 20b, DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in Pert i or Pert II of item 18.) 
& | O% CONTRIBUTING [] CAUSE OF DEATH 
& | UF EITHER, NOTIFY MEDICAL EXAMINER) 
< 20c. TIME OF INJURY — Month, Dey. Year | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, ferm, | 20f. (City or town) ~ (County) ~ {Stete} 
a Heer ; While __ Not While fectory, street, office bldg., ete.) | 
Z 19 et work ["] et work [] H 


21. 1 certify that (!) (this hospi , 196%, that ()) (we) last 
, from the causes and on the dale staled above. 


y 
: 22b. DAD 
te io, [BE gor A Wieh 
22c. PHY; IN‘S 22g. ADDRESS ~ 
naire \ OM S. (RIM EL (A 


ended the deceased fro: 
EL. and that death occurred afd 


saw the deceased alive on.. 
226. SIGNA] 


i Ss aa OS es ee 
230. BURIAL, CREMATION, | 23b. DATE THEREOF re. NAME OF CEMETERY OR CREMATORY ce LOCATION , town or county) (Stete) 


REMOVAL (Specify) * 
Lat Winter's Cemetery rural New Windsor, Marylané 


uria 8/19/64 
25a, REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


24 FUPIERAL DIRECTOR‘S SIGNATURE ADDRESS ~ fi 
pL Delve Ph yaeetsit7 le - [0A \ous febeonibtg wedge 
- 


